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|‘ recent years there has been a definite in- 
erease in the interest and understanding of 
the medical profession in diseases of the periph- 
eral vascular system. Consequently, real 
progress in the management and treatment of 
these conditions has been made. There is still 
much to be learned, of course, concerning many 
fundamental factors involved, not the least im- 
portant of which is etiology. The present status 
of knowledge, however, is such that in spite of 
its deficiencies we can diagnose and treat periph- 
eral circulatory conditions by the application of 
fairly well-established general principles and 
with reasonably good results. The recording of 
many accurate observations and the accumula- 
tion of valuable data, rather than any startling 
discoveries, are chiefly responsible for the prog- 
ress that has been made, as Sir Thomas Lewis’ 
has recently pointed out. 

Coincident with the advance in knowledge, 
the importance of early diagnosis has become 
obvious and is a factor that cannot be empha- 
sized too strongly if we are to prevent _ the 
more serious complications and sequelae. ~The 
loss of one or more limbs, and often life, is 
surely important enough to merit the most 
serious consideration of any effective preventive 
measures. , Certainly it is true in this group of 
cases that the thorough realization by the doctor 
and his patient of the importance of simple pro- 
phylactie measures can play a tremendous part 
in the prevention of these unfortunate and often 
avoidable results. This phase of the subject 
will be presented in more detail later. 

It is the purpose of this paper to discuss in a 
general way the management and treatment of 
progressive, obliterative vascular disease of the 
lower extremities, as applied to the two most 
common and important circulatory conditions 
that fall under this general classification. These 
inelude, first, arteriosclerosis, both in the diabetic 
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and the nondiabetic, and secondly, thromboan- 
giitis obliterans. Other peripheral vascular con- 
ditions of the obliterative type, such as periph- 
eral embolism, thrombosis secondary to gen- 
eral infections or toxemia and thrombosis sec- 
ondary to thermal or chemical agents acting 
upon a previously normal peripheral vascular 
system, will not be discussed. Peripheral vaso- 
motor spasm or instability as represented by 
the general term, Raynaud’s disease, will not 
be considered per se, but only in connection with 
those cases of arteriosclerosis or thromboangiitis 
obliterans in which this element may or may 
not be a factor. 


The subject can be presented most satisfae- 
torily according to the following general plan: 


I. General considerations in each group, 
including diagnosis, course and com- 
plications. 

IT. Hospital.management, including study 
and treatment. 

III. Outpatient care and preventive meas- 
ures. 


The management of these cases, which will be 
discussed according to the above general out- 
line, is applicable to all obliterative peripheral 
vascular disease as seen either in private prac- 
tice or in the large general hospital clinie. The 
method has been found practicable at the Pe- 
ripheral Vascular Clinic of the Massachusetts 
General Hospital under the direction of Dr. 
A. W. Allen? and in working with diabetic pa- 
tients at the New England Deaconess Hospital 
under Dr. L. S. MeKittrick. 


I. GENERAL CONSIDERATIONS 


A. Diagnosis 

The diagnosis of obliterative peripheral vas- 
cular disease is based on definite symptoms and 
signs and depends primarily upon a careful his- 
tory and physical examination. Numerous spe- 
cial tests, which will not be discussed, have been 
devised as an aid to diagnosis and should be 
used only as an aid and not as a substitute for 
clinical observation. 
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1. History. 


The history in a given case of obliterative 
peripheral vascular disease is usually typical 
and easy to obtain. Whether the patient be a 
ease of arteriosclerosis or thromboangiitis oblit- 
erans, the symptoms are essentially the same. 
Any important differences will be pointed out 
in discussing the differential diagnosis. 

The most important symptom and the only 
one worth emphasizing here is pain or modifica- 
tions of pain. This occurs typically while walk- 
ing and, except in the most advanced eases, is 
relieved by rest. Pain is, of course, the direct 
consequence of a blood supply that is inade- 
quate to provide for the increased demand of 
the muscles in exercise. Known elassically as 
‘‘intermittent claudication’’, this condition is 
the best index to the degree of arterial deficiency 
that we can obtain from the clinical history. Pain, 
as mentioned above, may be of any degree de- 
pending upon the amount of vascular occlusion 
and the state of the collateral circulation. In 
the earlier stages of this disease, it may consist 
of nothing more than a feeling of tiredness or 
a mild discomfort in the feet, ankles or muscles 
of the lower leg. On the other hand, it often 
manifests itself in the form of cramps occurring 
usually in the gastrocnemius group of muscles. 
The severity of this symptom is in direct pro- 
portion to the degree of arterial deficiency of 
the extremity. By the same token, its time of 
onset in relation to the amount of exercise is 
directly related to the degree of impairment 
of the cireulation. In the more advanced 
cases, pain becomes severe after a comparatively 
short walk and, in extreme cases, is constant 
even at rest. I believe that such patients, when 
untreated, suffer greater agony over longer 
periods of time than does any other group of 
patients, regardless of the disease. Were this 
not true, the number of circulatory patients who 
now submit so gratefully to amputation would 
be greatly reduced. 


2. Physical examination. 


_ The physical examination of the lower extrem- 

ities in obliterative vascular disease contributes 
most to the true evaluation of the amount of cir- 
eulatory deficiency. The method of examina- 
tion as described by McKittrick and Root® can 
well be reviewed here. It consists in attention 
to three main points, namely, appearance, tem- 
perature and palpation of the peripheral ar- 
teries. 


The appearance of the extremity reveals much, 
especially in long-standing cases where the pa- 
tient has failed to develop adequate collateral 
circulation to compensate for obliteration of the 
main vessels. It is useful to remember that the 


more normal the circulation, the more normal 
is the appearance of any given extremity. When 
the cireulation is reduced, nutrition of the tis- 


sues of the foot and leg is poor, and the skin 
appears thin, shiny and atrophic. There is a 
reduction in the amount of subcutaneous fat, 
and the normal contour of the foot is altered. 
There may be considerable atrophy of the mus- 
cles of the foot and ealf. Skin color changes 
are important, and emphasis is laid upon the 
necessity for observing these changes in the 
horizontal, elevated and dependent positions. 
The foot with inadequate blood supply blanches 
upon elevation and, in extreme cases, becomes 
cadaverous in appearance. The veins empty 
rapidly and appear as thin grooves in the skin. 
The greater the impairment of the circulation, 
the more rapid is the blanching on elevation. 
When such an extremity is placed in the de- 
pendent position, it takes on the rubor that is so 
characteristic and that may include the toes 
and distal portion of the foot or even the whole 
foot and part of the lower leg. Obviously, high 
color changes indicate a high level of arterial 
deficiency. The appearance of local lesions and 
the extent of infection or gangrene must be 
carefully noted. 

The temperature of the foot and leg, as tested 
by the hand of the examiner, is a useful ad- 
junct to the information gained by inspection. 
When the collateral circulation is poor, the foot 
is much cooler than the lower leg, and there is 
often a sudden transition from a warm to a 
cooler zone of temperature as the hand is passed 
from above downward over the skin of the lower 
leg and foot. Here again the level of tempera- 
ture change, if high, indicates a higher level of 
arterial deficiency. Comparison of the two ex- 
tremities is, of course, useful. 

The palpation of the peripheral arteries is an 
essential part of the examination. This palpa- 
tion should inelude the femoral, popliteal, dor- 
salis pedis and posterior tibial arteries. Of 
these the dorsalis pedis is the most important 
so far as the foot is concerned, and its pulsa- 
tion is absent or much reduced in obliterative 
vascular disease. The posterior tibial artery is 
probably of less significance. If no pulsations 
can be felt in the foot, the popliteal artery 
must be palpated and, if pulseless, the femoral 
artery should then be examined. By this 
method, an accurate idea as to the level of main 
vessel obliteration can be obtained. 

The correlation of the above points, together 
with a careful history, offers a very accurate 
means of evaluating the degree of arterial de- 
ficiency, not only in regard to the level of main 
vessel obliteration, but also as to the adequacy 
of collateral circulation. The latter is impor- 
tant in that, if adequate, it may in certain cases 
compensate for a very extensive occlusion of 
the main vessels. Such patients may have ab- 
sent pulsations, even of the femoral artery in 


the groin, and yet have a perfectly useful ex- 
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tremity. The margin of safety here is slight, 
however, and a comparatively minor injury or 
infection may result in extensive sepsis and 
gangrene. 


Differential diagnosis. 

The essential differences in history between 
patients with peripheral arteriosclerosis and 
those with thromboangiitis obliterans are in re- 
spect to age and duration of symptoms. The 
former occurs most commonly, of course, in the 
elderly patient who has had typical symptoms 
for a comparatively short duration of time—- 
usually for weeks or months rather than years. 
The patient with thromboangiitis, however, is 
younger, usually under 45 years, and gives a 
history of symptoms that are, typically, of sev- 
eral years’ duration. In these cases it is com- 
mon for the patient to have attributed long- 
standing foot pain to ‘‘arch trouble,’’ and, in 
fact, it is all too common to find cases that 
have been treated as orthopedic problems with- 
out suspicion of the true diagnosis. 


Other points in the differential diagnosis are 
as follows: Cases of arteriosclerosis are divided 
about equally between the sexes, whereas throm- 
boangiitis may be considered to occur only in 
the male. Exceptions to this have been reported* 
but must, if authentic, be extremely rare: 

The x-ray is an aid in the diagnosis of border- 
line eases in that calcification of peripheral ves- 
sels is usually seen in the arteriosclerotie patient 
but rarely in the true case of thromboangiitis. 
It is possible that there are persons with the 
latter condition, however, who begin to fall into 
the older age group and who may have arterial 
calcification superimposed upon their thrombo- 
angiitis.° These patients offer a difficult prob- 
lem in diagnosis, are not common and are men- 
tioned only in passing. 

The pathology of the two groups of cases 
will not be discussed except to point out the 
most striking, gross, pathologie differences. In 
arteriosclerosis, the process is limited to the 
arteries and consists in degeneration and eal- 
cifieation, which is most marked in the media; 
whereas in thromboangiitis, the process is in- 
flammatory and ineludes both arteries and veins. 
All layers of the vessels are involved. Migrat- 
ing phlebitis oceurs only in the thromboangiitis 
obliterans. 


C. Course of the disease in each group, in- 
cluding common lesions and complica- 
tions 


1. Arteriosclerosis (diabetic and nondia- 
betic) 

Peripheral arteriosclerosis is, of course, but a 
manifestation of degenerative changes in the 
arterial system as a whole. It is of unknown 
etiology and is characterized by degeneration 


and calcification of the arteries. It occurs typ- 
ically in the old of both sexes and is found 
in all races. ~ 

We may for convenience roughly classify the 
patients with peripheral arteriosclerosis into two 
divisions, which inelude both the diabetic and 
the nondiabetic ; first, those without local lesions 
and, secondly, those with local lesions, includ- 
ing infection and gangrene. 

The cases without local lesions are represented 
by the elderly patient with a pulseless foot, who 
first comes to the doctor because of intermit- 
tent claudication. In patients with more ad- 
vanced obliterative disease, the presenting symp- 
tom is pain in one or both feet with more marked 
physical signs of arterial deficiency. Other pa- 
tients may have had a recent, sudden throm- 
bosis with previously absent or mild symptonis. 
These thromboses usually involve the femoral 
or popliteal arteries and are always superim- 
posed upon pre-existing degenerative changes in 
the artery. The history is one of sudden on- 
set, and the physical signs are striking. In 
such a patient, an adequate collateral circula- 
tion may develop, but more often extensive 
gangrene results. Similarly, a thrombosis may 
be distal and involve one or more digital arte- 
ries, in which case a single toe may become in- 
volved. 

The cases with local lesions—infection or gan- 
grene or both—illustrate the complications that 
may occur in patients with peripheral arterio- 
sclerosis, as presented above. Such cases are 
responsible for the high mortality in the group 
as a whole. Infection is the important factor 
here. Gangrene of the so-called ‘‘dry’’ type, al- 
though always potentially infected, is not im- 
mediately dangerous to life unless an acute flare- 
up of infection occurs or an ill-advised local op- 
eration is attempted. Often, however, gangrene 
is secondary to infection and is a direct result 
of thrombosis of vessels in the immediate vicinity 
of the infection. In such cases comparatively 
minor sepsis may, and often does, result in ex- 
tensive secondary gangrene. 

The common lesions are infected corns, cal- 
luses, bunions, fissures and ingrowing nails. 
Secondarily infected traumatic lesions and 
chemical or thermal injuries are also common. 
All degrees of infection may be seen in these pa- 
tients from comparatively minor processes to 
extensive involvement of the whole foot. As al- 
ready mentioned, they are often associated with 
gangrene. Osteomyelitis of the phalanges or 
joints is common. Lymphangitis is especially 
apt to occur and is a manifestation of the in- 
ability of tissues with reduced blood supply to 
localize infection. Consequently, septicemia is 
an all too frequent complication and is a com- 
mon cause of death. The other serious com- 
plication of the disease is, of course, loss of one 
or both extremities by amputation. General 
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complications, often cardiae or renal, may oe- 
eur. 

We have already discussed peripheral vascular 
disease in the arteriosclerotic patient as applied 
to both the diabetic and the nondiabetic. There 
are certain differences, however, that must be 
pointed out. It is hardly necessary to empha- 
size the importance of a urine examination in 
all eases. Many lesions of the feet in diabetics 
oceur in the presence of good circulation and, 
therefore, need not be considered here since we 
are dealing only with obliterative vascular dis- 
ease. The diabetic with impaired circulation 
differs primarily from the nondiabetic in the 
duration and extent of his arteriosclerosis and 
in his reaction to infection. It is true, of course, 
that general arteriosclerosis may occur at an 
earlier age in the diabetic than in the non- 
diabetic, and that the diabetic may, therefore. 
show a more advanced degree of peripheral vas- 
cular changes. It is also true, however, that. 
many diabetics, because of the increased dura- 
tion of their arteriosclerosis, have a greater op- 
portunity to develop collateral circulation, pro- 
vided that they have been fortunate enough to 
escape extensive thrombosis or infection in the 
meantime. 

Inereased susceptibility to infection is, of 
course, the chief point of difference between 
the diabetic and the nondiabetic. Therefore, an 
infection in the pulseless foot of a diabetie, even 
though he may have developed a fairly good 
collateral circulation, is usually associated with 
more gangrene, offers a poorer prognosis and 
results in higher mortality than in the non- 
diabetie. 

To avoid misunderstanding, it might be well 
to state that pain in the diabetie with arterial 
deficiency, with or without local lesions, is just 
as severe as in the nondiabetic. It is in the 
diabetie with good circulation that we find pain 
much reduced or absent, even in the presence of 
extensive lesions. 

2. Thromboangiitis obliterans. 

Thromboangiitis obliterans, or Buerger’s dis- 
ease, is a progressive vascular disease, probably 
inflammatory in nature, which involves both the 
arteries and veins of all four extremities, and 
occurs typically in men between the ages of 20 
and 45. The process may inelude the general 
vascular system, just as does arteriosclerosis, 
cases having been reported in which character- 
istie pathologie changes have been found in the 
coronary and cerebral vessels. The condition is 
perhaps more common in the Hebrew race but 
by no means limited to it. 

As in obliterative vascular disease due to ar- 
teriosclerosis, the course of the disease in re- 
spect to a good prognosis is dependent upon the 
development of collateral vessels. If this oe- 
curs, patients may carry on indefinitely without 
serious difficulty. Pain, both of the intermit- 


tent claudication type and that which is con- 
stant at rest, is found in patients with poor col- 
lateral circulation. Lesions oceurring on thie 
toes and feet are essentially the same as those 
found in the arteriosclerotic patient, with the 
important exception that thromboangiitis pa- 
tients have a much greater tolerance to infec- 
tion. Consequently, although extensive infec. 
tions may occur, there is much less danger of 
rapid extension with lymphangitis or septicemia. 
Gangrene is, of course, common in thrombo- 
angiitis and is usually secondary to infected 
lesions. It is rare, in contrast to the arterio- 
sclerotic group, to have sudden high throm- 
boses of the major vessels. Vasomotor spasm, 
although not marked in many well-advanced 
cases of thromboangiitis, is nevertheless seen 
more commonly than in the arteriose!erotic. No 
discussion of lesions of the upper extremities 
will be given since those of the lower extremi- 
ties present the most serious problems of the 
disease and are the ones we are primarily con- 
cerned with here. 

The complications of thromboangiitis, as those 
of arteriosclerosis, are infection and gangrene ex- 
tensive enough to cause loss of digits or limbs. 
Death due to general septicemia may oceur but 
is not common. The possibility of involvement 
of the cardiac and cerebral vessels has been 
mentioned. 


II. HOSPITAL MANAGEMENT 


Cases of obliterative peripheral vascular dis- 
ease with symptoms severe enough to produce 
disability deserve and should be given a period 
of hospitalization. It is usually true, especially 
in the arteriosclerotic-diabetic group and = in 
those patients with thromboangiitis obliterans, 
that outpatient department or office visits are 
inadequate for the evaluation and treatment 
of new cases. After a period of hospital ob- 
servation, it is, of course, desirable and neces- 
sary that the treatment instituted be carried on 
outside the hospital. The advantages gained by 
hospitalization are briefly as follows: 

a The status of the patient in regard to 
his symptoms, peripheral circulatory sit- 
uation and general condition ¢an be ac- 
curately determined. 

Suitable treatment, both general and Jo- 
cal, can be instituted under close super- 
Vision. 

Adequate instruction of the patient as 
to treatment and preventive measures 
can be most successfully given. 


The initial period of hospitalization will be 
discussed under two general headings. 


A. Study of hospital cases. 


After the patient has entered the hospital, 
general plan of study should be followed, 
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which, when complete, will supply data that are 

invaluable in the subsequent treatment of his 

disease. Former patients, who have already 
been through the mill, so to speak, are rechecked 
as completely as is necessary when readmitted 
for more hospital treatment. 

An adequate general plan of study should in- 
clude the following : 

a History. 

bh A complete, general physical examina- 
tion and a detailed examination of the 
extremities. 

« Laboratory studies including urine, ¢om- 
plete blood, nonprotein nitrogen and 
Wassermann or Hinton tests. 

4d Culture of any open lesions of the ex- 
tremities. 

X-rays of extremities for the question 
of calcification of vessels or for osteo- 
myelitis if it is suspected. 

f Consultation with medical and other de- 
partments, when indicated. 

v Special tests to determine degree of 
vasomotor involvement. 


The value of the information obtained by 
the above plan of study need not be discussed 
in detail. It must be said, however, that in 
those patients with arteriosclerosis, especially 
the diabetics, the medical consultant plays an 
essential part in the treatment. Close coopera- 
tion between him and the surgeon is of the ut- 
most importance, since the diabetes and the sur- 
vical condition are intimately related. 

Special tests to determine the degree of vaso- 
motor involvement will be considered in some- 
what more detail. First, however, it must be 
pointed out that this factor is not the essential 
one in obliterative peripheral vascular disease. 
In the arteriosclerotic patient (diabetic or non- 
diabetic) there is little or no peripheral vaso- 
motor activity. A certain proportion of the 
thromboangiitis cases, however, present definite 
manifestations of it. Therefore, the recogni- 
tion of these cases is important in order that 
they may be given the benefit of operative pro- 
cedures, namely, ganglionectomy and peripheral 
nerve block, that will combat their vasomotor 
spasm. 

Tests that may be used in determining the 
degree of vasomotor involvement are given be- 
low. Details of the procedures do not coneern 
us here except to point out that conclusions in 
all of them are based upon skin temperature 
readings of the extremity, which have been taken 
hefore and during the test. Elevation of these 
temperatures indicates the degree of vasodilata- 
tion that has oceurred. A constant room tem- 
perature is essential for accurate results. 

Tests that may be used are as follows: 

a Spinal anesthesia, if high enough to give 
skin anesthesia to the nipple line, pro- 
duces complete peripheral vasomotor 

paralysis of the lower extremities below 


the mid-lower legs. Its chief disadvan- 

tage is that it may be associated with a 

fall in blood pressure, which reduces the 

rate of blood flow and has a lowering 
effect on the skin temperatures. 

b Peripheral nerve block with novocain 
produces the same vasodilator effect, but 
it is limited to the region of the foot 
supplied by the nerve blocked. 

¢ General body heating by wrapping in 
blankets may also be used and produces 
vasodilation of the peripheral vessels in 
cases with any degree of vasomotor ele- 
ment. 

d Complete general anesthesia may be 
used, but it ordinarily is not practicable. 

e Intravenous foreign protein, such as ty- 

phoid vaccine, is effective, but it is dan- 

gerous In patients with peripheral arte- 
riosclerosis because of the possibility of 
arterial thromboses.° 


I. Treatment of hospital cases. 

1. General measures and nonoperative 
treatment. 

The typical patient with obliterative periph- 
eral vascular disease has a painful foot as the 
presenting symptom when he enters the hospi- 
tal. He has probably not realized the impor- 
tance of rest and has been on his feet much of 
the time before admission. In addition, he un- 
doubtedly has had many sleepless nights spent 
in nursing the foot in bed or in sitting in a 
chair with the offending member in the most 
comfortable dependent position. In other words, 
he enters the hospital mentally and physically 
tired and often with edema of the affected foot 
and leg. This brings us to the most funda- 
mental principle in the treatment of patients 
with arterial deficiency of the lower extremi- 
ties, namely, complete bed rest. Aside from its 
general benefit this accomplishes three things, 
which are: 

a Reduction to a minimum of the cireula- 
tory requirements of the extremity, and, 
therefore, relief from pain. 

b Reduction in the edema which may be 
secondary to either dependency or in- 
fection. 

e <A retarding effect upon infection that 
otherwise would tend to extend. 

Often complete bed rest for a period of a 
week or two is the only treatment necessary to re- 
lieve pain entirely in many of these patients, es- 
pecially those of the arteriosclerotie group. After 
they have become comfortable, and if infection 
or extensive gangrene is not a factor, they may 
be started carefully upon short periods of walk- 
ing which may be gradually increased and which 
should not at any time exceed their circulatory 
limits. 

All patients with obliterative vascular dis- 
ease, with the exception of those with acute in- 
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fection, should perform Buerger exercises,’ both 
during and after the bed-rest period. These 
exercises, when done over long periods of time, 
are an important factor in helping to develop 
an adequate collateral circulation. The details 
of the exercises need not be discussed here, ex- 
cept to point out that the periods of time spent 
in the elevated and dependent positions must 
be determined for each individual ease. For 
instance, the period of elevation should not be 
prolonged beyond the point when complete 
blanching of the foot occurs, and the dependent 
position should be maintained only long enough 
to produce the maximum of rubor. If possible, 
the exercises should be carried out for at least 
three 1 hour periods daily. 

The question of relieving pain by the use of 
drugs deserves a brief discussion, in the light 
of what has been said above. In the arterio- 
sclerotic patient (diabetic or nondiabetic) the 
amount of pain that persists after a period of 
rest in bed is one of the best indications we 
have as to the degree of arterial deficiency and 
the prognosis. Therefore, in this group of pa- 
tients, morphine and its derivatives should not 
be used for more than a short period. Mild 
sedatives may, of course, be given. If a patient 
with peripheral arteriosclerosis (especially a 
diabetic) cannot become reasonably comfortable 
after 2 or 3 weeks of complete rest and Buerger 
exercises, his chances of ever gaining a useful 
foot are doubtful. If his pain has been ob- 


seured by morphine, the value of this prognostic 


point is lost. In other words, his disability is 
needlessly prolonged, and amputation merely 
postponed. 

There are several points relative to the actual 
bed care of all peripheral circulatory patients 
that should be briefly enumerated: 


a <A Balkan frame facilitates moving in 
bed and is essential in amputation cases. 
b_ A firm pillow should be placed: beneath 
the lower legs so as to prevent pressure 
necrosis of the heels. 
Warm socks, preferably of wool, should 
be worn unless a dressing interferes. 
A cradle or frame of some type should 
be used to prevent pressure upon the 
toes by bedeclothes. 
Frequent back care should be given. 
Foot care in general is important, in- 
eluding care of nails, corns, calluses, and 
so forth, and the frequent use of lanolin 
to prevent drying and cracking of the 
skin. 


Another point to be considered under general 
measures of treatment is the use of tobacco. It 
is now well-established that smoking produces 
definite vasoconstriction,®:® even in the indi- 
vidual with normal peripheral arteries. Con- 
sequently, the use of tobacco in the patient with 
impaired circulation is obviously harmful, in 


that it causes further impairment in extremi- 
ties that are already struggling under a handi- 
eap. This applies particularly to patients with 
thromboangiitis obliterans, whose vasomotor in- 
volvement is greater than that of patients with 
peripheral arteriosclerosis. Therefore, such pa- 
tients must be made to realize the importance 
of stopping the use of tobacco. 

Finally, under general treatment, the neg- 
ative pressure chamber or boot, as advocated 
by Herrmann and Reid,’ ** must be mentioned. 
Its use as a means of developing collateral cir- 
culation in cases of obliterative peripheral vas- 
cular disease, as represented by either arterio- 
sclerosis or thromboangiitis obliterans, has been 
disappointing in our experience. However, ii 
is only fair to say that the series of cases has 
been small, and that the apparatus which was 
used may not have been entirely satisfactory. 
It is possible that in this group of patients the 
correct use of the negative pressure chamber 
over a longer period of time may prove to be 
of value. 

The therapeutic use of intravenous typhoid 
vaccine?” and also of intravenous saline in the 
thromboangiitis group must be included for 
completeness but will not be discussed. 

Types of dressings used on lesions of the feet 
in patients with obliterative peripheral vascular 
disease need not be discussed in detail. General 
surgical principles as to dressings are followed 
here as in any other group of patients. Dakin’s 
solution is still the most valuable agent in the 
treatment of sloughing, infected lesions, but 
care should be taken to protect the surrounding 
skin against the irritating effects of this anti- 
septic.’ Hot, wet dressings are used to control 
acute, ascending infection such as eellulitis or 
lymphangitis. 


2. Operative treatment. 


The general important principles in the oper- 
ative treatment in cases of obliterating vascular 
diseases will now be considered in relation to 
both the arteriosclerotic and thromboangiitis 
obliterans groups. 

Peripheral nerve block, as described by Smith- 
wick and White,’* has been extremely valuable 
in eases of thromboangiitis obliterans and has 
saved many patients in this group from the 
loss of an extremity. This procedure will not 
be discussed here, except to point out that its 
benefits are twofold. In the first place, it stops 
pain and permits adequate treatment of local 
lesions that would otherwise be uncontrollable, 
and, in the second place, it may definitely im- 
prove the circulation of the foot by produc- 
ing vasodilatation of the peripheral vessels. The 
procedure is of little value in the arteriosclerotic 
patient (diabetic or nondiabetic), and its use 
should therefore be confined to patients with 
thromboangiitis obliterans. 

Lumbar ganglionectomy is of definite benefit 
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in those cases of thromboangiitis obliterans in 
which one can demonstrate a fairly large vaso- 
motor involvement. Such eases are not numer- 
ous, however. The procedure has no place in 
ihe arterioselerotie group of patients. 

Further surgical treatment in each group 
may be best discussed under two headings ac- 
cording to type of operation. 


Minor amputations. In the arteriosclerotic 
croup of patients (diabetic or nondiabetic) toe 
amputation is a dangerous procedure in pa- 
tients with a pulseless foot, except in careful- 
ly selected cases. If infection with or with- 
out gangrene is present, there is an immedi 
ate danger of a rapid flare-up of the infec- 
tion, with resulting lymphangitis and possibly 
a fatal septicemia. This is especially true in 
the patient with diabetes. If the toe is am- 
putated for gangrene with a minimum of infec- 
tion, there is no assurance that the foot will heal 
after the amputation. In either case, a major 
amputation may be precipitated under conditions 
that are unfavorable for a successful result. 
Therefore, in this group, toe amputation should 
be done only in those cases that are shown to 
have a good collateral cireulation, and even 
then with some misgiving. In arteriosclerotics 
who have a palpable dorsalis pedis artery local 
procedures may be done with much more like- 
lihood of suecess. Cases with poor circulation 
and more extensive infection that extends into 
the foot with possible involvement of one or more 
metatarsophalangeal joints are usually asso- 
ciated with considerable gangrene and should 
rarely, if ever, be operated upon locally. 

Toe amputations, as a whole, when done in 
the arteriosclerotiec group require for success 
the most meticulous care in the avoidance of 
trauma. Flaps should be reduced to a minimum, 
rarely sutured and arranged so as to give de- 
pendent drainage with the patient lying in bed. 
Amputation through the proximal phalanx is 
preferable to disarticulation. The surgeon 
should be prepared to do a major amputation at 
the first sign of an ascending infection. 


In thromboangiitis obliterans, minor am- 
putations present a somewhat different prob- 
lem than in the arteriosclerotie with oblitera- 
tive disease. This is because of the much great- 
er tolerance to infection and usually a more 
adequate collateral circulation. Toe amputations 
may be attempted with comparative safety in 
this group, provided that they are not done dur- 
ing a period of acute infection and that care is 
taken not to open up large areas of clean, unin- 
volved tissue. 

Fairly extensive local procedures, with am- 
putation of several toes and the distal portion 
of the foot, may be successfully carried out in 
some eases. The thromboangiitis obliterans cases 
are not foolproof, however, and those patients 


with an extensive fulminating infection that 
does not respond to local measures require ma- 
jor amputation. Principles of careful technic 
are as essential here as in the arteriosclerotic 
group. 


Major amputations. In the arteriosclerotic 
group of patients (diabetic or nondiabetic) the 
all too common necessity for a major amputa- 
tion following an unsuccessful minor one has 
been discussed above. Such secondary proce- 
dures carry an increased mortality and are un- 
fortunate. 


There are two other indications for major 
amputations in the group as a whole. These 
are: 


a The persistence of severe pain (with or 
without local lesions) in spite of a pe- 
riod of rest in bed, with Buerger exer- 
cises. 


b Infection or gangrene or both of a de- 
gree to be dangerous to life or ineon- 
sistent with the gaining of a useful foot. 


The selection of the level of amputation should 
be based on three main considerations, namely, 
the age and general condition of the patient, 
the level of adequate circulation, and the level 
of infection. Other factors such as occupation, 
weight, eyesight, and so forth, should also be 
considered because of their bearing on the use 
of an artificial leg. 


The majority of patients in this group are 
usually elderly and feeble, and have passed the 
period of economic usefulness. Therefore, the 
thigh amputation is most often indicated be- 
cause it is safest so far as postoperative com- 
plications are concerned. 


The lower leg amputation should be done only 
in selected patients who are active and light in 
weight. They must have, in addition, a good 
popliteal pulsation and no infection above the 
ankle.?® 

The Gritti-Stokes amputation has essentially 
the same requirements in regard to circulation 
and level of infection as does the lower leg 
amputation. It should be reserved, however, 
for those patients who are fairly heavy and 
active enough to need a good, durable, weight- 
bearing stump. 


The guillotine amputation (usually through 
the mid-lower leg) is an extremely valuable pro- 
cedure in this group and is a life-saving meas- 
ure in those patients who have infection at too 
high a level to make closed amputation safe 
or in those with septicemia. If successful, a 
secondary Gritti-Stokes or thigh amputation can 
be done at the optimum time, as determined by 
freedom from infection and the general condi- 
tion of the patient. 
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In thromboangiitis obliterans, major am- 
putation is necessary much less often than in 
the arteriosclerotic group. The patients are 
considerably younger and usually in good gen- 
eral condition. Therefore, if gangrene and in- 
fection are extensive enough to require major 
amputation, it is most important to give such 
patients a serviceable stump. The Gritti-Stokes 
amputation is the procedure of choice in this 
group, rather than a lower leg amputation. The 
latter is satisfactory since circulatory 
changes may and often do occur at this level, 
necessitating a secondary higher amputation. 
The requirements for a Gritti-Stokes amputation 
are not so rigid in this group as in the arterio- 
sclerotic group because an absent popliteal artery 
pulsation does not contraindicate the amputa- 
tion. The thigh amputation is rarely necessary 
in thromboangiitis obliterans, except in very ad- 
vanced and neglected cases. The lower leg guil- 
lotine amputation is also of value here in cases 
with extensive high infection, and permits a 
Gritti-Stokes amputation to be done at a late: 
date. 


Ill. OUTPATIENT CARE 


The ideal care of obliterative peripheral vas- 
cular disease in the outpatient department or 
office should depend upon a careful following 
of patients over an indefinite period of time, in 
fact, for the rest of their lives. This is true if 
we believe that arteriosclerosis and thrombo- 
angiitis obliterans are incurable, progressive vas- 
cular diseases. To be sure many patients in 
both groups, especially the thromboangiitis 
group, develop a compensatory collateral cir- 
culation, which enables them to continue their 
normal activities without symptoms. They still 
have their disease, however, and are vulnerabie 
to its complications. It is therefore essential 
to follow them indefinitely for prophylactie rea- 
sons as well as for treatment of active symp- 
toms. 

The important preventive measure consists in 
the avoidance of trauma to the feet, since minor 
injury is almost always the factor primarily 
responsible for the onset of infection and gan- 
grene. The patient must be constantly warned 
against injury and instructed as to general foot 
hygiene, including the care of the nails, corns 
und calluses. Periodic visits to a competent 
chiropodist should be advised, wherever possi- 
ble, and may prevent injuries that would occur if 
the patient attempted to care for his feet him- 
self. Proper shoeing is important. The use of 
strong antiseptics, such as iodine and lysol, on 
the feet, must be forbidden. Heating appliances of 
any kind must be forbidden because of the dan- 
ger of burns. The patient must be made to realize 
the importance of reporting to his doctor even 
the most trivial injury or infection of his feet 


in order that the proper treatment may be in- 
stituted as early as possible. Other genera| 
measures of treatment that apply here have been 
already discussed and will be briefly reviewed. 

The patient must learn to live within the lim- 
its of his peripheral circulation and must be 
instructed in detail as to the necessary amoun| 
of limitation of his activities. Buerger exe) 
cises must be done faithfully, and should be 
eecasionally checked by the doctor. All use 
tobacco must be stopped, especially in the throm. 
boangiitis obliterans group. Open lesions of the 
toes or feet can be treated in an ambulatory 
manner much more safely in the thrombo- 
angiitis obliterans group than in the arterio- 
sclerotic. The latter group, especially those pa- 
tients with diabetes, should stay off their feet, 
either at home or in the hospital, until the le- 
sion is healed. By attention to preventive meas- 
ures and by the early care of minor lesions of 
the feet, the incidence of amputation and the 
mortality in patients with obliterative peripheral 
vascular disease can be reduced. 


SUMMARY 


Obliterative peripheral vascular disease of the 
extremities in thromboangiitis obliterans and 
peripheral arteriosclerosis (diabetic and non- 
diabetic) is discussed in relation to: 

I. General considerations, including diag- 
nosis, course and complications. 

Il. Hospital management, ineluding study 
and treatment (nonoperative and oper- 
ative). 

Ill. Outpatient care and preventive meas 
ures, 

REFERENCES 


1. Lewis. Themas: Vascular Disorders of the Limbs Described 


for Practitioners and Students. New York: Macmillan 
Co., 1936 

2. Allen, A. W General management of circulatory disorders 
of the extremities Tr. New England 8S, Soc. 183252, 
1950. 


3. MeKittrick, Leland S., and Root, Howard F.: Diabetic 
Surgery. Philadelphia: Lea & Febiger, 1928. 

. Silbert, S.: Thrombo-angiitis obliterans in women; report 
of 2 cases. Ann, Surg. 101:324 (Jan.) 1935. 

5. Allen, A. W.: Recent advances in the treatment of circula- 
tory disturbances of the extremities; results obtained in 
Peripheral Circulatory Clinic of Massachusetts General! 
Hospital. Ann. Surg. 92:931 (Nov.) 1930. 

>. Allen, A. W., and Smithwick, R. H.: Treatment of vascular 
lesions of the extremities. J. Michigan M. Soc. 28:38 
(Jan.) 1929. 

. Buerger, L.: Circulatory Disturbances of the Extremities. 
Philadelphia: W. B. Saunders Co., 1924. 

8. Maddock, W. G., and Coller, F. A.: Peripheral vasoconstric- 
tion by tobacco and its relation to thrombo-angiitis oblit- 
erans, Ann. Surg. 98:70 (July) 1933. 

A quantitative study of the vasoconstric- 

A. 104:1963 (June 1) 


9. Lampson, R. 8.: 
tion induced by smoking. J. A. M. 
1935. 

10. Herrmann, L. G., and Reid, M. R.: Pavaex (passive vascu- 
lar exercise) treatment of obliterative arterial diseases 
of the extremities. J. Med. 14:524 (Dec.) 1933. 

1. Herrmann, IL. G.: Nonoperative treatment of inadequate 
peripheral! distribution of blood; passive vascular exercises 
and local hyperthermia. J. A. M. A. 10631256 (Oct. 19) 
1935. 

2. Allen, A. W., and Smithwick, R. H.: Use of foreign protein 
in the treatment of peripheral vascular disease; results 
of intravenous injections of typhoid vaccine. J. A. M. A. 
9121161 (Oct. 20) 1928. 


500 
| 
{ 
| | | 
I 


216 
NO. 12 


IODINE TOLERANCE TEST IN HYPERTHYROIDISM 501 
PERKIN AND LAHEY 


12. Silbert, S.: Thrombo-angiitis obliterans (Buerger); treat- 
ment of 524 cases by repeated intravenous injections 
of hypertonic salt solution; experience of 10 years. Surg., 
Gynec. & Obst. 612214 (Aug.) 1935. 

li. Smithwick, R. H., and White, J. C.: Elimination of pain 
in obliterative vascular disease of the lower extremity; 
technique for alcohol injection of sensory nerves of lower 
leg. Surg., Gynec. & Obst. 513394 (Sept.) 1930. 

1) MeKittrick, L. S.: Indications for amputation in progressive 
arterial obliteration of the lower extremities. Ann, Surg. 
1022342 (Sept.) 1935. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 


Fesruary, 1937 

The following communicable diseases were Tre- 
ported to the office of the Department of Public 
Health during the month of February: scarlet fever 
114; measles 5; epidemic cerebrospinal meningitis 
1: diphtheria 1; mumps 150; whooping cough 121; 
chicken pox 186; German measles 8; undulant 
fever 5. 

The Laboratory of Hygiene made 1,827 examina- 
tions. the details of which are: 


Examinations for diphtheria bacilli 151 
 Widal reaction of typhoid 

fever 48 

undulant fever 93 


gonococci in pus 
tubercle bacilli 


“syphilis 
of water, chemical and bacterio- 
logic 31 
“water, DbacteridlOgic 204 
“ “milk, market 95 


Examinations of milk, submitted for chemical 


only 1 
milk, submitted for microscop- 
ic only 3 
“foods 86 
“drugs 0 
FOF COUTTS, 3 
“Courts, MISCEHANECOUS 16 
Autopsies to complete death 2 
Miscellaneous examinations 82 


The director of the Communicable Disease Divi- 
sion reports 33 cases of gonorrhea and 54 cases of 
syphilis listed with this division in February. Six 
hundred and seventy-nine Wassermann outfits and 
287 slides for gonorrhea were distributed from this 
division. 

The Crippled Children’s Division reports 118 vis- 
its made on patients. Eight patients were in hos- 
pitals at the beginning of the month, 4 were admit- 
ted during the month and 5 were discharged. Six 
new pieces of apparatus were fitted, 6 pieces were 
altered and repaired and 18 corrections were made 
to shoes. The vocational worker of this division 
reports sales for the month of $108.30. 

The Public Health Nursing Division reports a 
health conference on February 1 and 2, 22 nurses 
attending. A 3-day conference was also attended 
in Boston. The WPA Nursing Project continues 


with 30 names on the payroll. The Maternity and 
Child Health Division assisted in several confer- 
ences this month with preschool and school chil- 
dren. Two hundred and sixty birth notifications 
were mailed to parents during February, and 115 


pamphlets disiributed. 


THE IODINE TOLERANCE TEST AS AN AID IN THE 


DIAGNOSIS OF CLINICAL HYPERTHYROIDISM * 


BY H. J. PERKIN, M.A.,t AND FRANK Hl. LAHEY, M.D.t 


HE quantitative estimation of the amount of 
iodine in 10 ce. of whole blood has been 
shown to be a practical procedure.’ The amount 
of iodine in the blood serves a useful purpose 
in the evaluation of the level of function of the 
thyroid gland. Many unsolved problems re- 
main, however, that are relative to the possible 
variations in the blood iodine level occurring in 
normal individuals and in those with specifie dis- 
ease.” In an attempt to acquire further informa- 
tion concerning the influence of goitrous process- 
es on the iodine metabolism, we have, during the 
past 2 years, carried out a number of iodine tol- 
erance testst on normal individuals and on pa- 

*From the Research Foundation and Surgical Division of the 
Lahey Clinic. 


+Perkin, H. J.—Research fellow in biochemistry, Lahey Clinic. 
Lahey, Frank H.—Director, Lahey Clinic. For records and 


addresses of authors see “‘This Week's Issue," page 525. 

tThe patient in a fasting state is given 47 mg. of iodine 
as Lugol’s solution per os (approximately 6 minims) and 2 cc. 
of blood are taken for iodine analysis* at %, 1, 1%, and 2% 


hour periods. For details, see previous communication.* 


tients that are clinically referred as having an 
affection involving the thyroid gland. In a pre- 
liminary report,’ evidence was brought forward 
to show that at specific time intervals following 
the ingestion of a single dose of iodine, the blood 
iodine did not rise to so high a level in the hy- 
perthyroid patient as in the normal or nontoxic 
goitrous individual. The present report is a 
critical survey of the results of 108 iodine tol- 
erance tests. 


The individuals tested fell into five different 
groups, consisting of 25 apparently normal per- 
sons (group 1); 25 nontoxic adenomatous goi- 
trous patients (group 2) ; 25 patients proved by 
postoperative examination to have had clinical 
hyperthyroidism (group 3); 28 cases in which 
the differential diagnosis included borderline 
hyperthyroidism (group 4) ; and 5 eases of spon- 
taneous myxedema (group 5). 
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Group 1. The average blood iodine values* 
on 25 normal individuals following the ingestion 
of 6 minims of Lugol’s solution were as follows: 


Time after 
ingestion 
of iodine Ohr. Whr. 1%hr. 2%hr. 


Blood iodine in 
micrograms 
per cent 7.2 125 132 100 113 


In one instance, an apparently normal indi- 
vidual showed a blood iodine curve that did not 
rise above the hypothetical differentiating line, 
which, by our methods, would appear to be at 
100 micrograms per cent. 


Group 2. The average blood iodine values on 
25 individuals with nontoxie adenomatous goiter 
following the ingestion of 6 minims of Lugol’s 
solution were as follows: 

Time after 


ingestion 
of iodine Ohr. Whr. tlhr. 2%hr. 


Blood iodine in 
micrograms 
per cent 8.2 120 120 100 


One individual in group 2 showed a blood 
iodine curve that did not rise above 100 micro- 
grams per cent. The excised thyroid tissue 
from this patient showed areas of hyperplasia. 


Group 3. The average blood iodine values on 
25 patients with clinical hyperthyroidism fol- 
lowing the ingestion of 6 minims of Lmugol’s 
solution were as follows: 


Time after 

ingestion 

of iodine Ohr. Whr. 
Blood iodine in 


micrograms 
per cent 13.1 82 75 75 73 


lhr. 1%hr. 2% hr. 


Five patients in the hyperthyroid group 
showed a blood iodine curve that rose above 100 
micrograms per cent. The explanation of this 
irregularity is not apparent. Such could not be 
linked either with the clinical history of the 
patient or the histopathology of the excised thy- 
roid tissue. 


Group 4. Iodine tolerance tests were carried 
out on 28 patients in whom the question of 
hyperthyroidism was considered. Of these cases, 
18 individuals showed a normal blood iodine 
curve rising above 100 micrograms per cent. 
Analysis of the case histories of these 18 pa- 
tients has revealed that 10 cases were discharged 
as having insufficient evidence to support a 
diagnosis of hyperthyroidism, 3 cases were found 
to have been in iodine remission, 1 case was op- 
erated upon for subtotal thyroidectomy with no 
improvement following the operation, and we 

*Since the blood iodine graph of the different individuals 
in each group was relatively consistent, it was considered per- 


missible to average the blood iodine values at the specific time 
periods in each of the groups. 


have been unable to follow the remaining 4 eases, 
Of the 10 cases which showed a hyperthyroid 
type of blood iodine curve, 4 cases were (is- 
charged as having insufficient clinical evidence 
of hyperthyroidism, 2 cases had a subtotal thy- 
roidectomy performed with improvement 
lowing the operation, 1 case evidenced signs and 
symptoms of hyperthyroidism at a later date 
and the remaining 3 cases could not be followed, 


Group 5. In 5 eases of primary myxedema, 
the blood iodine curve in all but 1 simulated 
the curve found in the hyperthyroid group. This 
response may be attributed to the slow rate of 
absorption® in myxedematous individuals. 


DISCUSSION AND CONCLUSIONS 


Investigators concede that hyperplastic thy- 
roid tissue has a marked affinity for iodine.’ *:° 
It is our belief, based on this relation, that the 
differentiating principle of the iodine tolerance 
test is dependent upon the presence or absence 
of hyperplasia. If this be true, it follows that, 
in so far as hyperplasia of the thyroid tissue is 
associated with clinical hyperthyroidism, an 
iodine tolerance test should be of diagnostic 
significance. One should recognize, however, 
that histopathological evidence of pre-existing 
hyperplasia may be lacking in the excised thy- 
roid tissue in a small percentage of patients 
with the clinical syndrome of hyperthyroidism. 
Although this may be attributable in some cases 
to rapid involution of the acini, which is induced 
by preoperative iodine medication, we have 
noted the same absence of a hyperplastic reaction 
in a small percentage of glands prior to the use 
of preoperative iodine. Hyperplasia of the thy- 
roid may be present in an individual in whom 
neither signs nor symptoms of hyperthyroidism 
are apparent. Furthermore, hyperplasia of the 
thyroid may occasionally be found in patients 
with clinical myxedema. In view of the fore- 
going evidence, it is deduced that the iodine 
tolerance test cannot be specifie in differentiat- 
ing every case of real or suspected clinical hy- 
perthyroidism. 

The method of Elmer'® and, more recently, of 
Watson,"! whereby iodine is given intravenously, 
would appear to be preferable to oral adminis- 
tration in cases of thyroid insufficiency, as such 
a procedure eliminates the factor of absorption 
from the gastrointestinal tract. However, since 
the circulation rate’* and tissue metabolism 
are retarded in individuals with myxedema, one 
should be hesitant in attributing the nondisap- 
pearance of iodine from the ‘blood stream as a 
lack of fixation of this element by the thyroid 
gland or other tissues. 

In conclusion, it may be stated that the iodine 
tolerance test may be used as an aid in estab- 
lishing a diagnosis of clinical hyperthyroidism 
when evaluated together with the clinical evi- 
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dence. The specificity of such a test, however, 


js not absolute. 
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Che Massachusetts Medical Society 


PROCEEDINGS OF THE COUNCIL 
* Stated Meeting, February 3, 1937 


STATED meeting of the Council was held 

in John Ware Hall, Boston Medical Li- 
brary, 8 Fenway, Boston, on Wednesday, Feb- 
ruary 3, 1937, at 11:00 a. m. There were 146 
Councilors present. (See Appendix No. 1.) 

The President of the Society, Dr. Charles E. 
Mongan, called the meeting to order. The Sec- 
retary, Dr. Alexander S. Begg, was present. 
The minutes of the last stated meeting of the 
Society were presented as published in The New 
England Journal of Medicine for November 5, 
1936, and were approved by vote. The minutes 
of the special meeting of the Council, which was 
held on November 19, 1936, were presented as 
published in The New England Journal of Med- 
icine of December 17, 1936, and were approved 
by vote. 

The President read the obituary of Dr. Ed- 
ward H. Trowbridge of Worcester, a Councilor 
who had died since the last meeting. 


Dr. Epwarp Henry TrowsrinGe of Worces- 
ter, Massachusetts, died on January 21, 1937, 
in his eighty-first year. 

A native of Portland, Dr. Trowbridge was 
graduated from Portland High School and Dart- 
mouth College. As an undergraduate, he was a 
member of Phi Beta Kappa scholastie fraternity 
and Alpha Delta Phi. He obtained his M.D. 
degree from Bowdoin Medical School in 1884 
and practiced in *Woreester for several years. 
In 1905 he went abroad to further his studies, 
later returning to Worcester. 

Dr. Trowbridge had been senior surgeon at 
the Woreester City Hospital, chairman of the 
Worcester board of health and was a former 
president of the Worcester District Medical 


Society. He is alleged to have been the first 
Worcester doctor to use the roentgen ray. 

He was a member of the Massachusetts Med- 
ical Society, the American Medical Association, 
the American College of Surgeons, the Ameri- 
can Urological Association, the American Acad- 
emy of Physiotherapy and the Dartmouth Col- 
lege, Worcester County and Worcester clubs. 
He was a member of the Council at the time of 
his death. 

Dr. Trowbridge is survived by his widow, a 
son and two daughters. 


The Council stood in silence for a period in Dr. 
Trowbridge’s memory. 


REPORTS OF STANDING COMMITTEES 


Arrangements 


The President asked the Secretary to read the 
report of the Committee of Arrangements in the 
absence of the Chairman, Dr. Rogers. (See Ap- 
pendix No. 2.) The report was accepted. 


Membership and Finance 


Dr. Blakely, Norfolk, presented the part of 
the report of the Committee on Membership and 
Finance which deals with changes in member- 
ship. The report recommended that thirteen 
Fellows be allowed to retire, that the dues of 
seven Fellows be remitted, that nineteen Fel- 
lows be allowed to resign, that thirty-five Fel- 
lows be deprived of the privileges of Fellowship, 
that seven Fellows be allowed to change their 
membership from one District Society to another 
without change of legal residence, and that two 
of the Retired Fellows in the Society be nom- 
inated for Affiliate Fellowship in the American 
Medical Association. (See Appendix No. 3.) 
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The report was accepted and the recommenda- 
tions adopted. Dr. Blakely next presented the 
part of the report of the Committee on Member- 
ship and Finance which deals with finance. 
(See Appendix No. 4.) The report was accepted. 
Dr. Blakely next presented the budget which 
was discussed somewhat in detail and the Coun- 
cil finally voted to increase the item ‘‘ Returns 
to District Societies’’ to the sum of $5,000. 

The Council then went into executive session 
to hear a further report from the Committee on 
Membership and Finance. After an extended 
diseussion, in which several members took part, 
it was finally voted to refer the matter back to 
the Committee. 


Publications 

Dr. Lee, Suffolk, Chairman of the Committee 
on Publications, stated that his Committee re- 
ports each week in the Journal. He called at- 
tention to a recent change in the editorship and 
snoke feelingly concerning the service of Dr. 
Walter P. Bowers, who has now been promoted 
to Editor Emeritus. He paid tribute to the 
ability of the man chosen to succeed Dr. Bowers 
as Managing Editor. Dr. Robert N. Nye. The 
report of the Committee was accepted. 


Ethics and Discipline 

Dr. Robert L. DeNormandie, Suffolk. Acting 
Chairman of the Committee on Ethies and Dis- 
cipline, stated that at the present time the Com- 
mittee consists of but three Fellows inasmuch 
as Dr. Cheever is absent on account of illness 
and Dr. Alfred C. Smith had resigned during 
the fall. It was pointed out that some physi- 
cians have continued to broadcast on radio pro- 
grams without authority from the Societv and 
the Committee had been in receipt of a number 
of complaints. The matter was brought:to the 
attention of the Societv inasmuch as. bv a vote 
of the Council, all Fellows intending to speak 
on the radio are expected to submit their ma- 
terial to the Committee on Publie Edueation 
for approval before it is given. The two new 
members of the Committee, Dr. Stratton of Mel- 
rose and Dr. Kickham of Brookline. wished to 
have the Council know that, while the investi- 
gations of the Committee arise primarily from 
complaints received, the Committee has acted 
in favor of physicians fully as frequently as it 
has criticized them. The report was adopted 
by vote. The President interrupted the pro- 
ceedings to state that, in his opinion, the Council 
should vote to instruct the Secretary to send 
greetings to Dr. Cheever, who is recuperating 
in Arizona, and to express the appreciation of 
the Society for the wonderful work he has done 
as Chairman of this Committee. He thought 
that such a communication might well contain 
a cheering note and aid him in his convalescence. 
Dr. Robert B. Osgood, Suffolk. moved that an 


appropriate communication be sent by the Sec- 
retary. This was unanimously carried. 


Medical Education and Medical Diplomas 
There was no report from this Committee. 


State and National Legislation 

The President next proceeded to report for 
the Committee on State and National Legisla- 
tion of which, under the Constitution and By- 
Laws, he is the Chairman. The Vice-President, 
Dr. Frothingham, was called to the «hair dur- 
ing the rendition of the report. (See Appendix 
No. 5.) The -report was accepted by vote. 

President Mongan, on resuming the chair, 
called for action by the Council on certain bills 
on which action had been specifically recom- 
mended in the Committee’s report. He stated 
that certain of these bills needed discussion by 
the Council before final action was taken. As a 
result of the discussion the Council voted to 
support the following bills:  H. 34, H. 12006 
(Appendices 40, 47, 48, 54). and to oppose 
those bills on which such action was recom- 
mended by the Committee on State and National 
Legislation. 


Public Health 


The report of the Committee on Public Health 
was read by the Chairman, Dr. Roval P. Wat- 
kins, Worcester. (See Appendix No. 6.) The 
report was accepted by vote. The recommenda- 
tion contained in the report, that the Council 
continue to contribute twenty-five dollars an- 
nually to the Boston Better Business Burean, 
was passed. 

Malpractice Defence 

Dr. Franklin G. Balch, Norfolk, Chairman of 
the Committee on Malpractice Defence, stated 
that the Committee reported progress. 
Permanent Home 


There was no report from the Committee on 
Permanent Home. 


REPORTS OF SPECIAL COMMITTEES 


Cancer 


The Secretary was directed to read the report 
of the Committee on Cancer in the absence of 
the Chairman, Dr. Greenough. (See Appendix 


No. 7.) The report was adopted bv vote and 
the recommendation, that the Society is pre- 
pared to support the campaign of public eduea- 
tion relating to cancer through the enrollment 
of the Women’s Field Army of the American 
Society for the Control of Cancer, described in 
the Committee’s report, was approved by vote. 
Auditing Committee 


The report of the Auditing Committee, signed 
by Dr. Harry P. Cahill, Chairman, and by Dr. 
Edmund H. Robbins, the other member, was 
read and adepted. (See Appendix No. 8.) 
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The Treasurer, Dr. Charles S. Butler, then 
read his report. (See Appendices Nos. 9 and 10.) 
His forceful presentation was greeted with ap- 
plause and was accepted by vote. The report 
contained a recommendation suggesting a revi- 
sion of Section 4, Chapter IV, of the By-Laws 
which requires the annual appointment of an 
Auditing Committee. It appears that, inasmuch 
as the audit is completely carried out by a 
certified public accountant, there is no longer 
need for the Auditing Committee. This recom- 
mendation was adopted by vote and the matter 
was ordered to be included with the other 
changes in the By-Laws to be presented to the 
Annual Meeting in June. The other recom- 
mendation contained in the Treasurer’s report 
referred to the expense of maintaining the An- 
nual Directory. After much discussion it was 
voted to recommend changes in Section 3, Chap- 
ter VI, of the By-Laws which would allow a 
publication of the Directory at intervals less 
frequent than yearly and, in the years when 
the complete Directory is not printed, would 
authorize the issue of supplements. 


Postgraduate Instruction 


The report of the Committee on Postgraduate 
Instruction was read by Dr. Ober, Suffolk. (See 
Appendix No. 11.) The report was adopted by 
vote. The recommendation of the Committee, 
that the extension courses be temporarily sus- 
pended and that the Committee restudy the 


whole problem of postgraduate instruction, par- 
ticularly in its relation to the National Security 
Act and other agencies in this field, was passed 
by vote and the Executive Committee was in- 
structed to carry on such conferences as might 
be necessary. 


Physical Therapy 
There was no report from the Committee on 
Physical Therapy. 


Public Relations 


The Committee on Publie Relations reported 
through the chairmen of its various subcom- 
Inittees. 

Dr. Hunt, Worcester, Chairman of the Sub- 
committee on the Adequacy of Medical Care, 
suggested that in view of the eminence of legis- 
lation bearing on health insurance it was im- 
portant to form a plan of procedure. He felt 
that the Society should be prepared to guide 
public opinion, which in his opinion is definite- 
ly coneerned in bringing about some change in 
the present form of rendering medical service. 
Ile referred also to the plan submitted by him 
last year whereby local medical councils would 
be established. Dr. Hunt’s report was accepted 
by vote. 

Dr. Tighe, Middlesex North, presented the re- 
port of the Subcommittee on Social Legislation 


and Insurance. The first matter concerned the 
Subcommittee’s investigation of a case in which 
a member of the Society was made the defendant 
in an action that grew out of the commitment 
of an individual to a State Hospital for the In- 
sane. It appeared that the ordinary forms of 
protective insurance do not cover suits for con- 
spiracy but it does appear that the insurance 
companies are willing, under the existing poli- 
cies, to defend a physician against whom such 
a suit is brought, although they would be pro- 
hibited by law from making settlements in this 
connection. The matter of increasing coverage, 
so as to make it more inclusive, was taken up 
with the insurance companies and likewise with 
the State Department, but it appears that such 
increased coverage is not possible at present. Un- 
der the caption **‘Compulsory Sickness Insur- 
ance’’ Dr. Tighe reported on the program being 
carried out by his committee to educate the pub- 
lic. He believes that the report of the Subcom- 
mittee on the Adequacy of Medical Care in- 
dicates that there is no necessity for any sub- 
stantial departure from the present method of 
rendering medical service to the public and that 
the committee is therefore justified in its be- 
lief that there is no justification for the estab- 
lishment of any form of Compulsory Sickness 
Insurance with its attendant evils. He referred 
to the pamphlet entitled ‘‘On the Witness 
Stand’’ which had recently been sent by the 
Society to every physician in Massachusetts. 
After some discussion the report was accepted 
by vote. 

The report of the Subcommittee on Public 
Health and Practitioner was presented by the 
Chairman, Dr. Channing Frothingham, Suffolk. 
This report referred to the work done on tlie 
initiative of Dr. Henry M. Landesman by a 
group representing insurance companies, the 
three Metropolitan District Medical Societies 
and the Hospital Council of Boston. As a re 
sult of conversations and negotiations, it has 
been possible to draw up a tentative agreement 
under which there may be a method of insuring 
a more satisfactory handling of the bills due 
physicians and hospitals in certain automobile 
cases. It was quite apparent that the insurance 
companies were desirous of cooperating with the 
hospitals and the physicians, and certain forms 
were devised and = submitted which, when 
signed by the patient or his attorney, could 
be submitted to the insurance companies and 
payments made directly in case of settlement. 
The report was accepted by vote and the com- 
mittee’s recommendation, that the memoran- 
dum submitted should be adopted, was ap- 
proved. (See Appendices Nos. 12 and 13.) 
Dr. Frothingham next moved that the Presi- 
dent of the Society appoint a committee of three 
to cooperate with similar committees from the 
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hospital and insurance groups to help in the 
earrying out of the aforementioned agreement. 
This was carried by vote. 

The report of the Subcommittee on Hospital 
Relations was presented by Dr. Blaisdell, Mid- 
dlesex East. He stated that considerable prog- 
ress was being made in the establishment of pre- 
payment hospital insurance and that on January 
19 a group of interested persons signed a peti- 
tion for a charter of a corporation to be known 
as the ‘‘ Associated Hospital Service Corpora- 
tion of Massachusetts’’. He stated that at the 
October meeting of the Council it appeared that 
the pathologists and the anesthetists would par- 
ticipate under this insurance as direct benefici- 
aries. Since then, however, the anesthetists have 
reconsidered their action and now prefer to have 
their bills handled on the same basis as other 
physicians. As a matter of business and as an 
inducement to potential subscribers, the hospi- 
tal insurance group desires to offer some in- 
demnity to its subscribers for the cost of anes- 
thesia, and the policy as now drawn states that 
operating room and delivery room services are 
included and that the cost of anesthesia to a 
maximum of ten dollars shall be provided. The 
President announced that Dr. Blaisdell’s report 
would be accepted as a report of progress. 

The Secretary next presented the reports of 
the committees appointed to consider the peti- 
tions for restoration submitted by Dr. L. J. Der- 
vin of Somerville and Dr. George L. Lemaitre 
of Methuen. The committee for Dr. Dervin con- 
sisted of Drs. John A. McLean, John E. Gillis 
and Benjamin Russman and the one for Dr. Le- 
maitre consisted of Drs. John F. Curtin, John 
G. Miller and J. L. O’Reilly. Both committees 
reported favorably with the stipulation that the 
applicants pay what is due the Society within 
one month of February 3, 1937. The’ recom- 
mendation was approved by vote. 

The President next proceeded to appoint com- 
mittees on applications for restoration as fol- 
lows: 

(1) For Herbert R. Toombs, Westfield 


A. J. Douglas, H. B. Chase and R. D. 
Hildreth. 


(2) For N. M. Baghdoyan, Arlington 
R. W. Sheehy, M. J. Quinn and J. H. 
Blaisdell. 

(3) For Roger E. Hubbard. Greenfield 
A. H. Ellis, A. E. Johnson, Jr. and 
H. M. Kemp. 

(4) For Roland O. Parris, Falmouth 
W. D’A. Kinney, M. E. Champion and 
J. I. B. Vail. 


These appointments were confirmed. 


The President then announced the appoint- 
ment of Delegates and Alternates to the Annual 
Meeting of the American Medical Association to 
serve for two years from June 1, 1937. 


For Delegates: Richard H. Miller of Boston, 


Edmond F. Cody of New Bedford, and John M, 
Birnie of Springfield. The nominations were 
confirmed by vote. 

For Alternates: Cadis Phipps of Brookline, 
Edward L. Merritt of Fall River, and Robert 
J. Carpenter of North Adams. The nominations 
were confirmed by vote. 

As Delegates to the annual meetings of the 
several New England state medical societies 
the President announced the appointment of the 
following : 

Maine: Elmer S. Bagnall of Groveland. 
Ralph E. Stone of Beverly. 
New Hampshire: Edmund H. Robbins of 


Somerville. 
Howard M. Clute of Brookline. 
Vermont: Peer P. Johnson of Beverly. 
Halbert G. Stetson of Greenfield. 


Rhode Island: William E. Curtin of Plym- 
outh. 
John I. B. Vail of Hyannis. 


Connecticut: Arthur R. Crandell of Taunton. 
Erwin C. Miller of Worcester. 


These were confirmed by vote. 


The President next nominated Dr. Alexander 

S. Begg as Delegate to the Annual Congress on 
Medical Education and Licensure of the Ameri- 
can Medical Association to be held at Chicago 
February 15 and 16, 1937. This was confirmed 
by vote. 
- Dr. William H. Robey, Suffolk, arose to pay 
a tribute to Dr. Walter P. Bowers who has re- 
cently retired as Managing Editor of The New 
England Journal of Medicine after a long and 
distinguished service. Dr. Bowers now becomes 
Editor Emeritus. Dr. Robey suggested that the 
Council express appreciation by giving Dr. 
Bowers a rising vote of thanks. The motion was 
carried amidst loud applause. In acknowledg- 
ing the honor Dr. Bowers stated that he had ex- 
pected nothing of this kind and that because of 
his difficulties in speaking extemporaneously it 
was impossible for him to express his apprecia- 
tion of the action taken. He commented upon 
the conduct of the Journal and stated that its 
success was due largely to the cooperation of the 
medical staff and the group of men who have 
given so much of their time, knowledge and 
judgment to the development of medical litera- 
ture representative of that which is produced 
here in New England. He spoke in apprecia- 
tion of this cooperation. 

The President announced that such a vote, 
sincere as it might be, is not sufficient and he 
asked authority from the Council to appoint a 
committee, whose duty it shall be to draw up a 
suitable set of resolutions in recognition of 
what Dr. Bowers has accomplished as a practi- 
tioner of medicine and as Editor of our Jour- 
nal. The action of the President was unani- 
mously approved. 

The Council adjourned for luncheon at 2:30 
and resumed session at 3:00 o’clock, 
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After resumption of business the President 
read a letter from Dr. Alfred C. Smith of Brock- 
ton in which he offered his resignation as a mem- 
ber of the Committee on Ethies and Discipline. 
Dr. Mongan commented upon the long period 
of service of this man who has shown such devo- 
tion to the Society. He then recognized Dr. 
Robert L. DeNormandie, the Acting Chairman 
of the Committee, who spoke feelingly of Dr. 
Smith’s faithful service to the Committee. The 
President appointed a committee to consist of 
Drs. DeNormandie and Begg to take formal ree- 
ognition of the service of Dr. Smith. 


The name of Dr. William J. Brickley was then 
submitted as a member of the Committee on 
Ethies and Discipline. The nomination was 
confirmed by vote. 


The Secretary reported that at the meeting 
held on October 7, 1936, there were presented 
certain suggested changes in the By-Laws which 
were published in the Proceedings. He likewise 
called attention to other proposals for changes 
in the By-Laws; among others that the name of 
the Committee on Malpractice Defence be 
changed since it is somewhat embarrassing, 
when appearing before a Legislative Committee 
at the State House, to have to make use of the 
present name. He next referred to the proposal 
made by the Treasurer that the paragraph in 
the By-Laws which refers to the Auditing Com- 
mittee should be rewritten and likewise that 
the vote of the Council passed at the present 
meeting would necessitate a change in the By- 
Laws with reference to the publication of the 
Directory. He stated that these matters would 
be brought officially before the Society for adop- 
tion at’its Annual Meeting in June. 

The Seeretary next stated that it had been 
suggested that two committees be appointed, 
one of which would study and make recom- 
mendations upon the committee work of the 
Society, sinee there is a feeling that there may 
be certain inequalities, and that, possibly, the 
work of the Society might be expedited by bring- 
ing its committee functions more in consonance 
with the practice of other state societies. There 
is another recommendation that a committee be 
appointed to study the present boundaries of the 
District Societies and make suitable reeommenda- 
tions for such changes as may seem desirable. 
The Council voted to give the necessary au- 
thority to the President to appoint both com- 
mittees. He stated that he would make the an- 
nouncements through the Journal. 

The Secretary then read a petition in which 
it was requested that the Council of the Mass- 
achusetts Medical Society grant a separation of 
the Seetion of Radiology and Physiotherapy into 
two Sections, one on Radiology and the other on 
Physical Medicine. The petition was read for 
information since the Council will not need to 
take action until the June meeting and the pro- 


posed new Section could not operate before that 
time in any event. 

There was presented some material with ref- 
erence to a publication of lists of physicians in 
city directories put out by the firm of Samp- 
son and Murdock, and after considerable dis- 
cussion it was finally decided to leave the matter 
in the hands of the President so that at his 
discretion he could refer it to the Committee on 
Public Relations or appoint a special committee. 

The Secretary announced that the Annual Di- 
rectory had just been completed and that the 
first copies were then on his table. He spoke 
of the excellent cooperation by the members in 
returning the posteards giving corrected ad- 
dresses. He stated that out of almost 5,200 
cards there were only 376 individuals who did 
not reply. 

The President presented a letter received from 
Dr. Johnston L. Chereskin which, he stated, he 
would refer to the Committee on Publie Rela- 
tions. 

After considerable discussion of a matter pre- 
sented by Dr. Landesman, Norfolk, relative to 
certain abuses in connection with the establish- 
ment of Red Cross Emergency Stations, it was 
decided to put the material into the hands of 
the Committee on Publie Relations. 

The meeting adjourned at 3:30. 


ALEXANDER S. Beco, M.D.. 
Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


ATTENDANCE OF COUNCILORS 


BARNSTABLE 


M. E. Champion Essex SoutH 


W. D. Kinney 


BERKSHIRE 


W. T. Frawley 
I. S. F. Dodd 


BrisTrot SoutH 


G. W. Blood 
E. D. Gardner 
I. N. Tilden 

P. E. Truesdale 


Essex Norrm 

Cc. F. Warren 
E. S. Bagnall 
R. V. Baketel 
Cc. S. Benson 

J. F. Burnham 
Z W. Colson 
H, F. Dearborn 
H. R. Kurth 

L. C. Peirce 


G. L. Richardson 


F. W. Snow 
W. D. Walker 


N. P. Breed 

J. F. Donaldson 
J. F. Jordan 

A. E, Parkhurst 
O. S. Pettingill 

W. G. Phippen 


FRANKLIN 


H. M. Kemp 
H. G. Stetson 
A. H. Wright 


HAMPDEN 


J. L. Chereskin 
Frederic Hagler 
M. W. Pearson 

A. G. Rice 

G. L. Sechadt 

G. L. Steele 


MIDDLESEX EAST 


J. H. Blaisdell 
Richard Dutton 
E. M. Halligan 
kK. L. Maclachlan 
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M. V. Safford 


Mippiesex Norri 
H. F. R. Watts 


T. A. Stamas 


M. A. Tighe Norro_k Soutu 


T. B. Alexander 
c. S. Adams 

R. L. Cook 

W. G. Curtis 

F. E. Jones 


MiIppLEsex 


. H. Remick 
. F. Atwood 
. W. Barron 
. F. K. Bean 
. H. Bigelow 
. F. H. Bowers 
. O. Chase 
. F. Conley 
. F. Cummings 
Day 
J. E. Dodd 
. Q. Gallupe 
W. G. Grandison 
N. M. Hunter 
A. M. Jackson 
A. A. Levi 
F. P. Lowry 
J. A. McLean 
Edward Mellus 
E. Mongan 
F. L. Morse 
E. J. O’Brien, Jr. 
Dwight O'Hara 
C. T. Porter 
W. D. Reid 
. Reilly 
. A. Robinson 
. Schlesinger 
. Sewall 
. Smith 
. P. Stevens 
. W. Thayer 
Fresenius Van Niiys 
R. H. Wells 


PLYMOUTIL 


L. A. Alley 

P. H. Leavitt 

T. H. McCarthy 

J. J. McNamara 

F. F. Weiner 
SUFFOLK 

Conrad Wesselhoett 

A. W. Allen 

Walter Bauer 

W. B. Breed 

Cc. S. Butler 

Lineoln Davis 

R. L. DeNormandie 

G. B. Fenwick 

Reginald Fitz 

Channing Frothingham 

Joseph Garland 

T. H. Lanman 

R. I. Lee 

Cc. Land 

R. B. Osgood 

L. E, Parkins 

Helen S. Pittman 

G. P. Reynolds 

W. H. Robey 

G. C. Shattuck 

R. M. Smith 

M. C. Sosman 

I. J. Walker 

Shields Warren 


NonFOLK 
Maurice Gerstein 
K. R. Bailey 
F. G. Balch 
H. G. Batchelder R. J. Ward 
A. S. Begg W. P. Bowers 
D. N. Blakely L. R. Bragg 
H. K. Boutwell P. H. Cook 
D. G. Eldridge G. A. Dix 
H. M. Emmons Kk. B. Emerson 
I. A. Finkelstein G. E. Emery 
L. M. Freedman David Harrower 
J. B. Hall E. L. Hunt 
L. F. Johnson E. R. Leib 
Cc. J. Kickham A. W. Marsh 
H. M. Landesman W. C. Seelye 
W. A. Lane R. P. Watkins 
J. S. H. Leard S. B. Woodward 
F. P. McCarthy 
H. C. Petterson 
E. P. Ruggles 


WORCESTER 


WoRCESTER Nortut 
Cc. J. Laserte 


APPENDIX NO. 2 


Report OF THE COMMITTEE OF ARRANGEMENTS 


The 1937 Annual Meeting will be held June 1, 2, 
and 3, at the Hotel Bradford, Boston. Of the many 
other possibilities investigated, the Bradford has 
by far the best physical layout for our meeting. 


A new feature this year will be the presentation of 
short clinical talks illustrated by motion pictures, 
lantern slides, or the demonstration of patients, be- 
fore the whole Society. This will be offered at a 
one-day meeting in the large assembly hall of the 


hotel on Wednesday, June 2, the second day of the 
convention. The program is being made up of tlie 
best material from the various hospitals at which 
dry clinics were formerly held before small groups 
of our membership. Since there is sufficient space, 
we are able to schedule all of the section meetings 
for the first and third days, thus makiug it possible 
for any member to attend his own section and also 
the general clinical meeting of the whole Society. 
There has been an enthusiastic response to this 
suggestion from the hospitals concerned, and your 
committee feels that the members of the Society 
will also find it of value. 

Never before have we had such ample space for 
our commercial and scientific exhibits. They will 
again be together in the Grand Ballroom with the 
registration desk at the end of the main aisle. Most 
ot the commercial booths have already been sold. 

Your committee asks an appropriation of $2,000 
to cover the expenses of the 1937 Annual Meeting 

Respectfully submitted. 
Horatio Rogers, Chairman. 


APPENDIX NO. 3 
Report’ OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


This Committee recommends: 


1. That the following named thirteen Fellows be 
allowed to retire as of December 31, 1936, under the 
provisions of Chapter I, Section 5, of the By-Laws: 


Allen, Pelle Jane, Airyland, Mussoorie, India. 

Brigham, Fred Clayton, Springfield. 

Drew, Maria Emma, Atlantic, with remission of 

dues, 1936. 

Frame, Joseph. Rockland. 

Getchell, Albert Colby, Worcester. 

Hoyt, Edward Malcolm, Georgetown. 

Hunt, Reid, Koston. 

Ilsley, Frederick Roscoe, Medford. 

Jack, Edwin Everett, Brookline. 

Mansfield, James Albert, Dorchester, with remis- 
sion of dues, 1934 (in part), 1935, 1936. 

Nichols, John Holyoke, Hathorne. 

Sanborn, John Wesley, Boston. 

Shaw, Albert Joel, Newton Center. 


2. That dues of the following named seven Fel- 
lows be remitted under the provisions of Chapter I. 
Section 6, of the By-Laws: 


Borden, Charles Richardson Cobb, Brookline. 
1937. 
Campbell, Franklin Edward, 
1935, 1936, 1937. 
Drake, Arthur Knowlton, Avon, IIl., 1937. 
Hamilton, Robert DeLancey, Newburyport, 1937. 
Plunkett, Harold Brabazon, Tewksbury, 1936. 
Staples, Clarence Hathorne, Malden, 1937. 
Wilder, Edward Wheeler, Madura, So. 


1937. 


West Medford, 


India, 


3. That the following named nineteen Fellows be 
allowed to resign as of December 31, 1936, under 
the provisions of Chapter I, Section 7, of the By- 
Laws: 


1. Bair, Hugo Linden, Rochester, Minn., with re- 
mission of dues, 1934, 1935, 1936. 
2. Buhrmester, Harry Charles Jr., Lafayette, Ind., 
with remission of dues, 1935, 1936. 
Carmichael, Hugh Thompson, Chicago. 
George, Henry Louis Jr., Watertown, N. Y. 
Goldberg, David, New York City. 
rould, Max Martin, Hartford, Conn. 


| 
4. 
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7. Hathaway, John Seabury, Hamden, Conn. 
s. Isaaes, Raphael, Ann Arbor, Mich. 
McKenna, John Bernard, Hanover, N. H. 
McRae, Alexander John, Hempstead, N. Y. 
Owen, Albert Simpson, Bath, Me., with remis- 
sion of dues, 1936. 
Pastene, Albert Angelo, Boston. 
Pike, Forrest Fay, Orient, Maine. 
Rogers, Edward Saunders, Albany, N. Y. 
Shaw, Henry Alden, New York City. 
Smith, Conrad, St. Petersburg, Florida, 
remission of dues, 1936. 
Tidmarsh, Clarence Johnson, 
remission of dues, 1936. 
Whiton, Ross Kittredge, Concord. 
Bowman. Karl Murdock, New York City. 


with 


Montreal, with 


{. That the following named thirty-five Fellows 
be deprived of the privileges of Fellowship under 
the provisions of Chapter I, Section 8, Clauses (a) 
and (b) of the By-Laws: 


1. Adelstein, Leo Joel, Los Angeles. 

» Ames, Charles Theron, Ipswich. 

3. Andrews, John Henry, Hyannis. 
Barron, David, Brockton. 
Bixby, Oliver Edward, East Lynn. 
Bostick, Warren John, West Springfield. 
Bottero, Giovanni Domenico, Boston. 
Bourcier, Albert Ubald, Springfield. 
Breslin, John George, Boston. 
Chakmakis, James, Lewiston, Maine. 
Cohen, Milton Michael, Roxbury. 
Cornish, Solon Washington, Everett. 
Currier, Cyrus Richardson, U. S. Navy. 
Daly, William Joseph, Brookline. 
Frankowski, Hanyszewska Pauline, Holyoke. 
Friedman, Hyman Benjamin, Boston. 
Garneau. Benoit Wilfred, Fall River. 
Gordon, Samuel Finley, Philadelphia. 
Hoffman, Donald Clare, Rye, N. Y. 
Hogan, Charles Henry, Lynn. 
King, Nicholas James Quan, Roslindale. 
Lentine. Joseph, Boston. 
Lewis, Elihu Irving, Boston. 
MacKnight, Richard Patton, New Bedford. 
MeIntosh, Ronald Buchanan, Reading. Pa. 
McRobbie, Alexander, Lynn. 
Merrill. Whitman, Washington, R. I. 
Oakes, Fitz Albert, Colrain. 
Roche, Thomas Neil, New Bedford. 
Royal, Kent Tyler, North Brookfield. 
Shattuck, Ray Hammond, Boston. 
Siegel, Lewis, Somerville. 
Silbert, Harry, Salem. 
Stanley, Mark Page, Northboro. 
Toltz, Julius Burt, Chelsea. 


5. That the following named seven Feliows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence. 
under the provisions of Chapter III, Section 3. of 
the By-Laws: 


Two from Middlesex South to Suffolk 


Campbell, Alexander James Allen, Newton. 
Stewart. Roger Eaton, Newton Center. 


One from Norfolk to Norfolk South 
Berman, Nathaniel, East Milton. 


One from Norfolk South to Plymouth 
Spalding. Harold Archibald, South Weymouth. 


Two from Norfolk to Suffolk 


Duncan, Christopher James, Brookline. 
Segal, Joseph Nathaniel, Brookline. 


One from Plymouth to Norfolk 
1. Schwartz, Abraham Louis, State Farm. 


6. That the Council nominate for Affiliate Fel- 
lowship in the American Medical Association two 
of the Retired Fellows in the Massachusetts Med- 
ical Society: 

1. Cobb, Albert Crocker, Marion. 
2. Greene, Edward Miller, Boston. 
Davip N. Blakey, Chairman. 


APPENDIX NO. 4 


Revort or CoMMITTEE ON MEMBERSHIP AND FINANCE 
ON FINANCE 


BUDGET FoR 1937 
The tollowing appropriations are recommended: 


Salaries: 
Secretary 
Treasurer 
Executive Assistant 
Editor of Journal, Emeritus........ 


$3,000 
1,000 
1,500 
1,200 


Expenses of Officers and Delegates: 
President and Vice-President 
Secretary 
Treasurer 
District Treasurers 
Censors 
Delegaies to House of Delegates, 

American Medical Association. . 


$500 


Maintenance Society Headquarters, in- 
cluding clerical and other ex- 
penses 


Standing Committees: 


Arrangements for Annual Meeting. 
Publications: 
New England 
Medicine 
B. Annual Directory of Fellows 2,000 
Membership and Finance 25 
Ethies and Discipline 100 
*Medical Education and Medical Di- 
plomas 
*State and National Legislation 
Public Health 


$2,000 


Journal 
22,800 


200 
2.000 
100 
2,000 


Special Committees: 
Postgraduate Instruction 
Public Relations 2,000 
Cancer 200) 
Section of Obstetrics and Gynecology 0 
Boston Better Business Bureau.... 0 


$1,000 


3,200 
4,000 


$56,425 


*Including expenses of delegate to annual congress at Chicago 
and prize offered to interns in Massachusetts. 
tIncluding expenses of delegate to annual congress at Chicago. 


Davin N. Brakety, Chairman. 
February 3, 1937. 


APPENDIX NO. 5 


Report oF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


The increasing amount of legislation that affects 
the medical profession is a problem that occupies 
considerable time on the part of the Society officers 
and the Committee on State and National Legisla- 
tion. The Committee has met and has made a 
résumé of the bills which had been introduced into 
the present Legislature, indicating the position which 


‘ 
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it recommends the Society should take. It recom- 
mends that the Society oppose the following bills: 


g. 182. Bill relative to the practice of chiroprac- 
tic. Mass. Chiropractic Association. 

Bill creating a board of examination and 
registration in osteopathy. Charles R. 
Wakeling. 

Bill requiring hospitals receiving public 
support to accord equal rights to osteo- 
pathic physicians and their patients. 
Charles R. Wakeling. 

Bill establishing a board of registration in 
chiropody (podiatry), and regulating the 
practice of said profession. Thomas J. 
Carleton. 

Bill providing for the establishment of a 
state system of health insurance. Guy 
M. Gray. 

Bill providing for regulation of the prac- 
tice of physicians and surgeons in cer- 
tain cases. Annie D. Brown. 

Resolve providing for an investigation and 
study by a special commission relative 
to making available adequate medical 
services and relative to medical educa- 
tion in this commonwealth. Henry J. 
Dixon. 

Bill to repeal the compulsory vaccina- 
tion law and permit voluntary vaccina- 
tion or inoculation only. Committee for 
Medical Freedom. 

Bill creating a board of examination and 
registration to regulate the practice of 
magnetic healers. Arsene Pare. 

Bill to provide for the establishment and 
administration of a system of health in- 
surance. State Fed. of Labor. 


S. 183. 


S. 184. 


H. 1163. 


H. 1489. 


Because of the controversial nature of certain bills 
the Committee voted to refer to the Council for in- 
struction the following: 


H. 34. Recommendation of the board of registra- 
tion in medicine relative to providing for 
annual registration of physicians and 
annual publication of the list of phy- 
sicians duly registered. 

Appendix 40. An act providing for the 
care of premature infants. Report of 
Special Health Commission. 

Appendix 47. An act providing for insulin 
and emergency hospitalization for cer- 
tain diabetics and for digitalis for pa- 
tients with heart disease. Report of 
Special Health Commission. 

Appendix 48. An act providing for the 
hospitalization of patients with chronic 
rheumatism. Report of Special Health 
Commission. 

Appendix 54. An act with reference to 
the procedure for bringing suits against 
employees of the department of mental 
diseases and physicians testifying in 
commitment proceedings. Report of 
Special Health Commission. 


Some of the bills studied by the Committee are 
of annual occurrence and there is no need to discuss 
them at this time. However, there are two iuntro- 
duced this year which have to do with the establish- 
ment and administration of a system of health in- 
surance. One of these is a modification of the original 
Epstein bill which was introduced into the Legisla- 
ture two years ago. It creates an immense bureaucra- 
cy with the control largely in the hands of laymen. 
It also gives unlimited power for borrowing, which 


H. 1200, 


H. 1200, 


H. 1200, 


is in direct opposition to our Constitution. In the 
matter of the erection of new hospitals or other 
facilities, the discretion given to the Commission jis 
so wide as to be dangerous. Under the provisions 
of the bill the persons eligible for this insurance 
would include the majority of those who now make 
up the physician’s clientele. The work of the Public 
Relations Committee under its Subcommittee on 
Social Legislation and Insurance is of great im- 
portance and should attract the interest and support 
of every Fellow of the Society. 

House bill 34 comes as a recommendation from 
the Board of Registration in Medicine and calls for 
the annual registration of all physicians and the pub- 
lication yearly of a list of physicians thus registered. 

House bill 1200, with its 58 appendices, is a re- 
port of the Special Commission established for the 
purpose of studying and investigating the health 
laws and policies of the Commonwea!'th. To this 
Commission was referred certain legislation previous- 
ly introduced calling for construction of new hos- 
pitals for the treatment of infantile paralysis and 
arthritis. Your President and Secretary were mem- 
bers of the Commission and had the opportunity to 
consider carefully the reports of the various com- 
mittees which were asked to study the different prob- 
lems. An enormous amount of work has gone into 
this report and one can have nothing but admira- 
tion for the men who devoted so much of their 
time to the studies which were made. There are but 
four of the appendices which we have thought neces- 
sary to bring before the Council for action. Copies 
of these have been distributed to the Council. In 
connection with Appendix 48 it would seem advis- 
able to offer some explanation. This is designed to 
give us an opportunity to investigate arthritis in this 
State by means of scientific study. It has seemed 
to us, before we erect hospitals in different parts of 
the State, that it would be wise to know what we are 
going to treat and how we are going to treat it. The 
Commission was therefore persuaded that provision 
should be made to study a small group, namely, 
twenty-five cases of arthritis by properly qualified 
research workers in certain metropolitan hospitals 
which have the facilities to carry on such work. 


CHARLES E. MONGAN, Chairman. 


APPENDIX NO. 6 


ReEepPorT OF COMMITTEE ON Pusiic HEALTH AND 
SUBCOMMITTEE ON PusLic EpucAtTIon 


The Committee on Public Health with its Subcom- 
mittee on Public Education has continued to co- 
operate with the State Department of Public Heaith 
in its educational broadcasting program. 

These broadcasts are given weekly from October 
through June over the National Broadcasting Sys- 
tem from Station WBZ. 

Each broadcast is reviewed by the Chairman or a 
member of the Committee before it can be given. 

They are announced as sponsored by the State 
Board of Health and the Massachusetts Medical So- 
ciety but the broadcasting corporation requires that 
oe name of the doctor giving the broadcast be given 
also. 

These broadcasts have been, on the whole, satis- 
factory but it has been intimated by the broadcast- 
ing companies that they might be improved in some 
ways. It seems to be difficult for most doctors to 
use language that the general public can readily 
understand and to phrase their talks in a manner 
to catch and hold the interest of a general audience. 

This matter was discussed at some length at the 
recent meeting of the Committee on Public Educa- 
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n and it is hoped that a remedy may be evolved 

that the talks may be even more valuable. 

\t this same meeting Dr. Lombard of the State 

partment of Public Health and also a member 

the Committee, called our attention to the fact 

/,at the National Broadcasting Co. will not allow the 
rds “syphilis” and “gonorrhea” to be used over 

‘ir network. 

in view of the freedom with which sex and bio- 
jocie matters are discussed to-day, both in public 
vid private speech and in published books and ar- 
ticles, this seems rather absurd. 

The Committee approved Dr. Lombard’s sugges- 
jion that the Department of Public Health might give 
hroadeasts on venereal disease from some other 
-tation not connected with the National System. 


Royat P. WATKINS, Chairman. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON CANCER 


The members of your Committee, as individuals, 
have offered their cooperation to the Directors and 
Officers of the American Society for the Control of 
Cancer, in promoting a national campaign of public 
education to be carried on by the “Women’s Field 
Army.” of the American Society for the Control of 
Cancer. 


This movement involves the organization of the 
women of each state under a state commander, 
vice-commanders and subordinate officers, and will 
start with an enlistment campaign during the week 
of March 21, 1937, with an enlistment fee of $1, of 
which 70 per cent will be used for local expendi- 
tures, and 30 per cent will be held by the National 
Society, in part as a reserve fund and in part to 
cover the national expenses of the campaign. 


The educational program in each state will be de- 
termined under the supervision of a Medical Ex- 
ecutive Committee, which includes members of the 
Cancer Committee of each state medical society. 
There will also be an Advisory Committee of prom- 
inent representatives of all of the groups and or- 
ganizations interested. 


Education will be given through lectures, exhibits, 
radio talks, film strips and by articles in magazines 
and in the daily press, as well as by distribution of 
the literature of the American Society. 


The Massachusetts State Department of Public 
Health is carrying on, now in its second year, a 
three-year program of cancer education with the co- 
operation of the medical profession in Massachu- 
setts. The significant feature of the state program 
is that meetings of various local groups—clubs, fra- 
ternal orders and civic service organizations—are 
arranged, and talks on cancer are then given by 
physicians practicing in the same community, on the 
invitation of the group. This plan serves the double 
purpose of educating the public and, at the same 
time, of encouraging the physician to educate him- 
self in regard to recent developments in the diag- 
nosis and treatment of cancer. 

To this program of the State Department of Pub- 
lic Health the Women’s Field Army in Massachu- 
setts will give the fullest cooperation, and the ed- 
ucational work in Massachusetts will undoubtedly 
be made more effective. 

The organization of the Women’s Field Army will 
also make possible a survey such as has never yet 
been made available, either in Massachusetts or 


elsewhere, in regard to the morbidity of cancer in 
any considerable area of the population. Under the 


with the aid of the Massachusetts Department of 
Public Health, a house-to-house canvass of selected 
urban, semiurban and rural communities has been 
planned which will record the incidence of chronic 
diseases, and secure complete data in regard to all 
cases of cancer existing in Massachusetts. A _ by- 
product of this morbidity survey, and one of very 
great importance, is the opportunity that will be 
given to the house-to-house investigators to supply 
information in regard to cancer, through the So- 
ciety’s literature, to those who are personally con- 
cerned in this problem—in relation to themselves, 
or to their family or to their friends. 


Your Committee recommends the endorsement of 
this project by the Council of the Massachusetts 
Medical Society, as an important step in the educa- 
tion of the public in regard to cancer. 


At the request of physicians and surgeons asso- 
ciated with special cancer clinics in Massachusetts, 
the Committee on Cancer plans to arrange one or 
more demonstration clinics, dealing with the details 
of the diagnosis and treatment of cancer in the 
cancer hospitals and clinics of the metropolitan 
area. For these purposes, the Committee respect- 
fully makes application for an appropriation of $200 
for the coming year. 


Respectfully submitted, 
FRANKLIN G, BALcu, 
ERNEST M. DALAND, 
PHILEMON E. TRUESDALE, 
CHANNING C. Srumons, 
RoBert B. GREENOUGH, Chairman. 


APPENDIX NO. 8 


REPORT OF THE AUDITING COMMITTEE 


The Auditor’s Committee has received from Hart- 
shorn and Walter the audit of the books of the 
Treasurer herewith submitted. It has examined the 
securities in the hands of the Treasurer as of Jan- 
uary 11, 1937 and found all to be present as shown 
in this account. 

Harry P. CAnittr, 
EpmuND H. Ropsins. 


Hartshorn and Walter 
Certified Public Accountants 
50 Congress Street 
Boston 


January 28, 1937. 


The Auditing Committee: Dr. Harry P. Cahill and 
Dr. Edmund H. Robbins 

The Massachusetts Medical Society 

Boston, Massachusetts 


Gentlemen: 


At the request of your Treasurer, Dr. Charles S. 
Butler, we have examined the books and accounts of 
The Massachusetts Medical Society for the twelve 


months ended December 31, 1936, and submit here- 
with: 


Schedule A. Statement showing the Balance Sheet 
of The Massachusetts Medical Society, 
December 31, 1936 


Statement showing the Revenue and 
Expenses of The Massachusetts Medi- 
cal Society for the twelve months 
ended December 31, 1936 


The cash on deposit in the banks has been recon- 


Schedule B. 


direction of the Medical Executive Committee, and 


ciled with the bank statements and found correct. 
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The cash receipts as recorded have been properly 
accounted for and disbursements are supported by 
vouchers or canceled checks which were examined 
by us. 

We have made ne examination of the securities 
but are informed by Dr. Butler that you have per- 
sonally examined these securities, also the savings 
bank books and found them correct. 

Subject to the foregoing and based upon our 
examination, the accompanying balance sheet and 
related statement of revenue and expenses fairly 
present its position on December 31, 1936, and results 
of its operation for the year. 

Respectfully submitted, 
HartrsHorn & WALTER. 


STATEMENT 
Showing the Balance Sheet of 
The Massachusetts Medical Society 
December 31, 1936 
SCHEDULE A 
Assets 
Fund Securities and Cash: 


Mumowment $22,166.87 
Building Fund 57,951.08 
Feneral Fund 94,828.04 


$174,945.99 


Fund Accounts 


Endowment Funds: 

Shattuck Fund: 

G. C. Shattuck 1854-1866 $9,166.87 
Phillips Fund: 

Jonathan Phillips 1860 10,000.00 
Cotting Fund: 

B. E. Cotting $1,000.00 1876-1881- 

887 


3,000.00 
22,166.87 


Building Fund 57,951.08 


General Fund: 
Balance, January 1, 1936 $88,550.86 
Add, — Net’ Increase 
Twelve Months ended Decem- 
ber 31, 1936 6,277.18 


Balance, December . 1936 94,828.04 
$174,945.99 


ENDOWMENT FUNDS 
December 31, 1936 


SCHEDULE A EXHIBIT 1 
Securities Income 
and Cash Net 
Shattuck Fund: 
Annuity Policy — Massachusetts 
Hospital Life Insurance Co. ; $275.01 
Phillips Fund: 
$10,000 Commonwealth of Massa- 
chuseits 3%s Jan. 1, 1944 (Reg.) 10,000.00 350.00 
Cotting Fund 
Deposit—Institution for Savings in 
Roxbury 1,000.00 25.00 
Deposit—Provident Institution for 
Savings, Boston 1,000.00 25.00 
Deposit—Suffolk 
Boston 1,000.00 25.00 


“$22,166.87 $700.01 


BUILDING FUND 
December 31, 1936 


SCHEDULE A EXHIBIT 2 
Securities Income 
and Cash Net 
Cash—New England Trust Co. 
Deposit — Framingham National 
Bank, Savings Department 342.97 8.39 
Deposit—Franklin Savings Bank.... 1,693.04 41.54 
$1,000 Blackstone Valley Gas & Elec- 
tric First Mtge. & Coll. Trust 4s 
Nov. 1, 1965, Series C 1,025.00 10.00 


1,000 Boston & Albany R. R. First 
Mtge. Scries A 4los Apr. 1, 1943 967.5 
1,000 Canadian National Ry. Equip. 
Series L—1930 4%s June 1, 1937. O10. 
Canadian National Ry. 5s Oct. 
1, 1969 ($1,000 sold May 6, 1936). 
5,000 Conveyancers Title Insurance 
& Mortgage Co. 4%s Parti Mtge. 
Oct. 31, 1939 (In default) 5.00000 
5,000 C/D Chicago R. Il. & Pacific 
Ry. Ist 4s Apr. 1, 1934 (In de- 
fault) 
1,000) Cincinnati Union Terminal 
First Mtge. Series C 5s May 
1957 (Guaranteed) 
1,000 City of Buffalo, N. Y. Series C 
1,000 City of Cleveland 4%%s Sept. 1, 
1937 (Purchased Feb. 18, 1936).. 42S 
1,000 City of Fitchburg, Mass. 4s 
36.50 
City of Pittsburgh, Pa. 3%s 
City of St. Paul, Minn. 4s 
1,000 City of 4 wburyport, Mass. 2s 
Nov. 1, 193 01 Se 
1,000 City of "Quincy, 
May 1, 20. 
Commonwealth of Massachu- 
setts 3los Jan. 1, 19386 ($1,000 
matured Jan. 3, 
1,000 Commonwealth of Massachu- 
setts 3s July 1, 1939 (Reg.) 305 
1,000 Connecticut River Power ’ 
3% Feb. i5, 1961 (Purchased Feb. 
21, 936 O45 00 
Edison Electric luminating 
Co. of Boston 5s Apr. 15, 1936 
($1,000 sold Apr. 24, 1936) 
1,000 General Motors Accept. Corp. 
1, (Purchased 
> 00 
Mo. Series 
945 
_ Centr: al R. R. Equip. 5s 
> June 1, 1936 ($1,000 matured 
June 1, 1936) 
2,000 N. Y. Central R. R. 
Apr. 1, 1946 (Purchased _ 
1936) 
1,500 N. Y. Chicago & St. Louis Ry. 
Notes 6s Oct. 1, 1938 
2,000 Standard Oil Co. d 
Deb. 3s June 1, 1961 (P EAE a 
June 8, 1936 Oe 
5 Swampscott, Mass. Series 
3los Sept. 1, 1942 (Purchased 
July 17, 1936) 
1,000 U. S. A. Treasury Note, Series 
A ltas Mar. 15, 1941 (Purchased 
Mar. 16, 1936 
2,000 Virginian Ry. Co. Ist & Ref. 
Mtge. A 3%s Mar. 1, 1966 (Pur- 
chased Mar. 30, 1936) 
Boston Medical Library Note 
444% due Apr. 1, 1938 20,000.06 


$57.9 51 “08 


Notre: The Income trom Building Fund amounting 
has been transferred to Building Fund 


GENERAL FUND 
December 31, 1936 


SCHEDULE A EXHIBIT 3 Securities 
and Cash 

Cash—Merchants National Bank.... $6,515.38 
Cash—New England Trust Co 
Deposit — Franklin Savings Bank, 

Boston 1,074.48 
$2,000 American Tel. & Tel. 

Series C 2%s Dee. 1, 1966 (P ur- 

chased Dec. 1% 2 040.00 
3,000) Appalachian Electric Power 

Ist & Ref. 5s May 1, 1956 2,910.00 
2,000 Bethlehem Steel Corp. Series 

E 3%s Oct. 1, 1966 (Purchased 

Oct. 1936) 1,970.00 
1.000 Blackstone Valley Gas 

Elec. Co. Coll. Trust Mtge. Se- 

ries © 4s Nov. 1, 96E 1,025.00 
2,000 Boston 

4%s Apr. 1, 1,935.00 
1,000 Canadian National Ry. Equip. 

4%s May 1, 1988 (Guaranteed) 1,037.00 
1,000 C anadian National Ry. Equip. 

444s “May 1, 1939 (Guaranteed) 1,060.25 
2,000 Ceders Rapids Mfg. & Power 

Co. Ist 5s Jan. 1, 1953 1,870.00 

*Interest paid out, 


45 
45.00 


3.16 


r 


4000 


18.13 


$1,754.13 
$1,754 


Income 
Net 


26.85 


3.34* 


150.00 


-20* 


40.00 
45.00 
45.00 


10000 


_ 
| 
| 47 
24.12 
25.00 
2.35° 
4? 50 
6.40 
34.59 
7.46 
46 
978.75 
| 
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2900 Central Power & Light Co. 
Ist 5s Aug. 1, 56 
Chicago, Burlington & Quincy 


R. Ist & Ref. Series A 5s 


. 1, 1971 ($1,000 sold Dee. 19, 
) 


1.000 City of Buffalo, 
4.20% Sept. 1, 1939 

2000 City of Buffalo 2.60% July 1, 
1939 (Purchased Nov. 23, 1936). 

3.000 City of Cambridge 3%s Dec. 
1 

City of Providence, Series C 
tlos Apr. 1, 1936 ($1,000 matured 
Apr. 1, 1936 

3,000 Commonwealth 
5s July 15, 1955 

3.000 Commonwealth of Massachu- 
setts 3%s July 1, 1988 (Reg.).. 

1,000 Commonwealth of Massachu- 
setts 344s Sept. 15, 1940 (Reg.).. 

1.000 Commonwealth of Massachu- 
setts 34s Jan. 1, 1941 (Reg.).. 

Connecticut River Power Co. 
Ist Mtge. 5s Oct. 1, 1952 ($1,000 
called Apr. 1, 1936) 

100 Connecticut River Power Co. 
Ist 3%s Series A Feb. 2, 1961 
(Purchased Feb. 21, 1936) 

000 Conveyancers Title Insurance 
& Mortgege Co. 4%s Dec. 31, 
1937 (In default) 

Edison Electric Hluminating Co. 
of Boston 5% note due Apr. 15, 
1936 

edison Electric Iluminating Co. 
of Boston Ist Mtge. 3%% July 1, 
1965 ($1,000 sold Feb. 7, 1936)... 

1000 Krie County 4% Oct. 15, 1938. 
- Erie Equipment 4%s Dee. 15, 
1936 Guaranteed ($2,000 matured 
Dec. 15, 1936) 


Series 


of Australia 


1000 General Motors Accept. Corp. , 


3%s Aug. 1, 1951 (Purchased 
Aug. 27, 1936) 

1,00 General Motors Accept. Corp. 
3s Aug. 1, 1946 (Purchased Aug. 
27, 1936) 

1,00 Georgia Power Co. Ist Ref. 5s 
Mar. 1, 1967 


2000 Great Northern Ry. Co. Gen. 

3.000 International Paper Co. 
Series A 6s Mar. 1, 1955 

i000 Jones & Laughlin Steel Co. 
Ist Mtge. Series A 4%4s Mar. 1, 
1951 (Purchased Apr. 3, 19386)... 

1.000 Koppers Gas & Coke Co. 1st 
& Coll. Trust, Series A 4% Nov. 
1, 1957 (Purchased Nov. 27, 1936) 
— Los Angeles 4%s Feb. 1, 1936 
(34,009 matured Feb. 1, 1956).... 

1000 Maine Central Equip. 
June 1, 1937 
-~ Mattapoisett disct. Note 0.40% 
due Oct. 1, 1986 ($10,000 pur- 
chased June 19—Paid Oct. 1, 
1936) 

2.000 Metropolitan Ice Co. Ist Mtge. 
7s Jan. 1, 1954 

1,900 Minneapolis 4% July 
(Purchased May 7, 1936) 

- Narragensett Electric Co. 
Mtge. Series A 5s June 1, 
($1,000 called July 1, 1936) 
Narragansett Electric Co. 
Mtge. Series C 5s June 1, 
($1,000 called Dee. 3, 1936) 

5.000) National Bondholders Corp. 
Parti Cert. Guarantee Title & 
Trust Co. A Reg. (In exchange 
for $3,000 Guarantee Title & 
Trust C/D) 

1000 N. Y¥. Central R. R. 3%s Se- 
ries © Apr. 1, 1946 (Purchased 
Apr. 15, 1936) 

750 N. Y. Chicago & St. Louis 
R. R. 6% Notes Oct. 1, 1938... 
Old Colony Gas Co. 5s June 
Mar. 31— 


1, 1936 (Purchased 
Called June 1, 1936) 
- Peoples Gas Light & Coke Co. 
Ist & Ref. 6s June 1, 1957 ($1,000 
called July 2, 1936) 

1,000 Peoples Gas Light & Coke Co. 


Ist & Ref. Series D 4% June 1, 
1961 (Purchased June 5, 1936)... 


"Interest paid out. 


2,730.00 


1,035.00 
2,040.00 


3,007.45 


2,985.00 
3.01000 
1,055.00 


7,000.00 


1,045.00 


2 000.00 


1,045.00 


1,015.00 


1,015.00 
862.50 
1,932.50 


3076.00 


1,000.00 


1,030.00 


2,100.00 


1,022.50 


2250.00 


750.00 


975.00 


150.00 


21.00 


25.00 
40.00 


42.68 


4.52* 


110.00 


180.00 


16.29 


2.89* 


65.00 


55.00 


11.55 
140.00 


6.00 


50.00 


50.00 


1400 Public Service Co. of No. 1. 
4'os July 1, 1960 Ist Lien & Ref. 
Series 

4,000) Public Service Co. of No. Il. 
ist & Ref. 5s Oct. 1, 1956 

Rockland Light & Power 
Ist Ref. Series A 414s May 1 
1958 (called May 1, 1936) 

— Salem, Reg. 4% Feb. 

($1,000 matured Feb. 1, 1936).. 

2,40) So. Pacific (Ore. Lines) 1st 
Mtge. Series A 4%s Mar. 1, 1977 

1000 Texas Corp. 314% Deb. June 
15, 1951 (Purchased June 19, 1936) 

3,000 UL S. Cold) Storage Co. Ist 
Mtge. 6s Jan. 1, 1945 

2,000 0. S. Rubber Co. Ist & Ref. 
5s Jan. 1, 1947 

A. Treasury 3\%s Oct. 

2000 
15, 

— S. A. Treasury 3\%s Aug. 15, 
9 
1,000 . A. Treasury 3\%s Oct. 
1943-45 
U. S. A. Treasury 3%s Oct. 

1943-45 

1,000 U. S. A. Treasury 114s Series 

- Mar. 15, 1941 (Purchased Mar. 

6, 


2.000 Treasury 3s Feb. 


Mtge. Series A 3%s Mar. 1, 1966 
(Purchased Mar. 30, 1936) 

1,000 Western Mass. Co. 34% Note 
due June 15, 1946 (Purchased 
July 2, 1956) 

3,000 Wilson Co. Inc. Series A Ist 
4s July 15, 1955 

New England Journal of Med- 


1,000.00 


3,640.00 


1,605.00 
1,000.00 
3.000.00 
1,735.50 
2,200.00 
2,000.00 
2.00000 
1,015.00 


2.026.25 


1,000.00 


2,000.00 


1,022.50 


1,012.50 
3.00000 


1.00 


45.00 


200,00 


22.50 
10.80 
90.00 
17.11 
180.00 
100,00 
71.50 
57.00 
65.00 
32.50 


7.46 


$94,828.04 


BUILDING FUND 
December 31, 1936 


SCHEDULE A EXHIBIT 4 
Balance, January 1, 1936 
Additions: 
Income from Securities 
Profit on Sale of Securities...... 
Total Additions.......... 


Bahkwnce, December 31, 193 


STATEMENT 


$1,754.13 


199.58 


$3,377.03 


1,953.71 


$57,951.08 


Showing the Revenue and Expenses of 
The Massachusetts Medical Society 
for the Twelve Months Ended 

December 31, 1936 


SCHEDULE B 
Revenue 


Assessments Received by District Treasurers: 


Barnstable 
Berkshire 
Bristol North 
Bristol South 
Essex Nerth 
Essex South 
Franklin 
Hampden 
Hampshire 
Middlesex East 
Middlesex North 
Middlesex South 
Norfolk 

Norfolk South 
Plymouth 
Suffolk 
Worcester 


Worcester North 


Assessments Received by Treasurer 


Non-Resident Assessments 
Sale of Directories and “History”... 
Income from Funds 


$430.00 
(020.00 
650.00 
0000 
873.75 
2 
410.00 

860.00 
470.00 
1,030.00 
1,150.00 


1,160.00 
1,270.00 
6,790.00 
3,950.00 

940.00 


$43, 886.50 
2,486.28 
1,495.00 

48.40 
407754 
644.63 


$52,638.35 


Feb 
69.03 
20.08* 
112 50 
10.00 
150.00 
87.50 
2500 
$8.29 
| “Virginian Ry. Co. 1st & Ref. 
15.73 
| | 
6 
= 
8,375.75 
5.60 ——— 
35.17 
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Expenses 


$3,000.00 
1,000.00 


Executive 
Assistant .... 1,316.67 
$5,316.67 
Expenses of Cfficers 
and Delegates: 
President 
Secretary 
Treasurer 
Pistrict 
Treasurers 
Censors 
Delegates to 
American 
Medical 
Association .. 


$120.36 
1,112.06 
445.37 
2,315.08 
681.00 


681.26 


General Expenses: 
Maintenance of 
Society Head- 
quarters (In- 
cluding Cleri- 
cal and Other 
Expenses) ... 
Legal Expense 
(De Cesare 
Suit) 
Shattuck Lecture 
Cotting 
Luncheons ... 


Committee 
Expenses: 
State and Na- 
tional Legis- 
lation 99 
Public Health.. 21. 
Medical Educa- 
tion and Di- 
plomas (In- 
cluding In- 
terne Prize).. 
Membership 
and Finance.. 
Ethics and 
Discipline .... 
Obstetrics and 
Gynecology... 
Public 
Relations .... 


$3,959.70 


350.00 
200.00 


283.00 


109.37 
10.25 
50.62 
89.50 

£89.75 

— 3,164.80 
78.74 


Joint Meeting.... 
Miscellanecus 
Expenses . 
8,067.49 
Refunds to District 
Societies ‘ 


Standing 
Committees: 


Publications: 
A. New Eng- 
land Jour- 
nal of Med- 
$17,500.00 


B. Annual 
Directory... 1,920.62 


5,000.00 


420.6 
0 


to 


$1 


Malpractice 
Defense 

Committee on 
Postgraduate 
Instruction 

Committee of Ar- 
rangements— 
Annual Meet- 
ing 


to 


17 


to 


—) 


753.51 


23,503.56 


Totai 
Expenses. 47,242.85 

Net Increase $5,395.50 

Add,—Adjustment 
of Committee 
on Postgrad- 
uate Instruc- 
tion Account 


881.68 


$6,277.18 


APPENDIX NO. 9 


REPORT OF THE TREASURER 


The Treasurer has continued, for the past year, 
the same policy as heretofore in investing avail- 
able funds of the Society: that policy being, “Safety 


of principal is the primary consideration; income js 
secondary.” The result is that our profits have | n 
small, and our losses nil. 

During 1936, revenues from resident dues amoun!ed 
to $46,372. This is the largest amount from | is 
source to the Society ever received in one y. r 
District Treasurers are to be congratulated for | is 
remarkably good result. Adding to this, nonresid nt 
dues of $1495, makes our total, received from annual 
dues, $47,867. Other revenues, from invested funds, 
$4077.54, proceeds of sales, $48.40, and profits from 
sales and called bonds $644.63, were $4770.57. Hence 
the total revenues of the Society for 1936 (not in- 
cluding income of Building Fund, or fees from post- 
graduate courses) were $52,638. Again, this is the 
largest such total ever received in one year by the 
Society. The Massachusetts Medical Society is clear- 
ly a growing Society, with increased power and 
influence for good. 

The Building Fund had net income in 1936 of 
$1754. This, with an added profit of $200 brought 
the principal of the Fund to a book value of $57,951 
and actual market value at the end of the year of 
about $51,453. 

The Committee on Postgraduate Instruction con. 
tinued during 1936 to offer courses; fees received 
by the Society amounted to $4564. You may remem- 
ber that the Treasurer pointed out, with regret, one 
year ago, the heavy cost to the Society for the year 
1935, when over $9000 was spent for salaries and ex- 
penses;’ that, in addition to the appropriation of 
$1000 by the Council, over $881 was overdrawn from 
funds of the Society, to be repaid later. The Treas- 
urer is glad now to report that this overdrawn 
amount has been restored. 

As the Treasurer showed a year ago, expenses of 
the Society increased during the three years, 1932 
to 1935, almost $8000. For 1937, on account of 
changes in the editorial staff of The New England 
Journal of Medicine, the Committee on Finance an- 
ticipates a larger necessary appropriation for car- 
rying on that publication. With other increasing 
expenses of the many activities of the Society, the 
Treasurer would draw your attention to the desir 
ability of keeping our annual dues as reasonably low 
as possible. A few years ago, in 1930, our dues were 
$8.00, but were increased in 1931 to $10.00. If, there- 
fore, expenses of the Society be allowed to increase 
too fast, year by year, then, either individual an- 
nual dues must be increased to meet those increased 
expenses, or invested funds must be drawn on to 
meet deficits, and refunds to District Societies be 
reduced. The Treasurer would not like to see a 
deficit, because that suggests, to him, something 
wrong in our budgeting or in our practice. An in- 
crease in individual annual dues would, in his opin- 
icn, work a hardship on very many Fellows of the 
Society. The Treasurer hopes therefore that Com- 
mittees will watch their expenses, and that appro- 
priations by this Council will be made only after 
careful consideration of the above. 

There were a few extraordinary expenses in 1936: 
one, for an attorney, during six months, at the State 
House, costing $1500; the other, an expense of $350 
for attorney services in connection with the suits 
against the Chairman of the Committee on Ethics 
and Discipline and another Fellow, by a Fellow of 
this Society. 

The Treasurer would recommend your considera- 
tion of two measures; one to reduce certain ex- 
penses, the other for greater efficiency. As the An- 
nual Directory has cost the Society an average oi 
over $1850 yearly, the treasurer believes a saving 
of at least $650 each year would be accomplished if 
the Directory were issued biennially, with a supple- 
ment of corrections and changes, in alternate years. 


The other recommendation concerns the Auditing 


7 
Salaries: 
Secretary ....... 
- - 5,355.13 
| 
87 
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ommittee. At present two Fellows, not of the Coun- 

|, are appointed yearly to inspect and report that 

.e securities in the Treasurer’s custody are present 

id accounted for. This method is cumbersome and 

efficient. The Treasurer suggests, for greater ef- 
ciency, safety, and accuracy, that the C. P. A.’s who 

udit the books and accounts of the Treasurer, be 
ed also to inspect and account for the securities 
| the care of the Treasurer. This is the usual prac- 
‘ice in other organizations such as our Scciety. Their 
port should be made to the Auditing Committee. 

The Society ends 1936 with unexpended revenues 
of $5395. The total assets of the Society amount to 
$17 ‘ 4, 946. 

The Treasurer is deeply indebted, for cooperation 
and assistance during the past year, to the staff of 
rhe New England Journal of Medicine; without that 
he could not have carried on the greatly increased 
work of his department. 

The Treasurer invites questions. 


S. Burier, Treasurer. 


APPENDIX NO. 10 


Tue MASSACHUSETTS MEDICAL Society 
TREASURER’S RESUME oF FINANCES FOR CALENDAR 
Year 1936, In COMPARISON WITH YEAR 1935 


DISPURSEMENTS 
Salaries 


1935 1936 
$3,958.33 $3,000.00 
Expenses of Officers and Delegates 

District ‘ 2,339.14 2,315.08 

Delegates to American Medical As- 

General Expenses 
M: sintenance, Society Headquarters. 4,193.16 3,959.70 
Committee Expenses 
Of Arrangements, Annual Meeting.. 1,784.03 1,157.43 
Publications: 

A. New England Journal of 
17,500.00 
B. Annual Directory 5 1,920.62 
Membership and Finance 4.9 10.25 
Ethics and d 50.62 
Medical Education and Diplomas... 115.00 109.37 
State and National Legislation...... 1,628.83 1,993.44 
Malpractice Defense ............. oe 742.40 2,172.00 
745.19 889.75 
Postgraduate Medical Instruction... 1,881.68 753.51 

Special Appropriations 

Attorney Expense, re De Cesare 
suit against the Society......... oO 350.00 

Contribution to Boston Better Busi- 
Surety Bond, one District Treasurer 6.25 6.28 
soutten of Obstetrics and Gynecology 89.50 
Expense of Joint Meeting........... 78.74 
Refund to District Sogieties......... 5,000.00 5,000.00 
Unexpended 2,441.42 5, 395.50 
$51,166.30 $52,638.35 

REVENUES 
1935 1936 
Assessments 

Paid to District Treasurers..... $43,557.28 $43,886.50 
Paid by Non-Resident Fellows... ‘ 1,468.00 1,495.00 
Sales of Directory and ‘“‘History’’.. 49.50 48.40 


$51,166.30 $52,638.35 
FOR COMPARISON 
Yearly Expenses, Maintenance of Headquarters 
1932 1933 1934 1935 1936 
$3,381 $3,288 $3,398 $4,193 $3,960 
FOR COMPARISON 
Gross Expense of Annual Meeting 


1934 1935 1936 
$2,694.18 $5,721.73 $4,663.59 
Worcester Boston Springfield 


Report OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE, FEBRUARY 3, 1937, 
Bupcer ror 1937 


The following Appropriations are recommended: 


Appropriated 
in 1936 
Salaries: 

$3,000 $3,000 
Executive Assistant. 1,500 1,200 
of Journal, 

Emeritus ........ 1,200 — 


Icxpenses of Officers and 
Delegates: 


President and Vice- 

President $500 
1,200 
District Treasurers... 2,400 
Censors 800 
Delegates to House of 

Delegates, Amer- 

ican Medical As- 

sociation ........ 500 800 
5,800 


5,900 
Maintenance Society 

Headquarters, 

including clerical 

and other ex- 

500% 5,000 5,500 


Shattuck Lecture 200 200 
Cotting Luncheons...... 300 300 
Standing Committees: 


Arrangements for 

Annual Meeting. 

Publications: 

A. New England 
Journal of 
Medicine .. 

B. Arnual 
Directory 
of Fellows. 1,800 

Membership and 

yp 25 25 
Ethics ond Disci- 

100 100 
*Medicai Education 

and Medical 

Diplomas ...... 200 

tState National 

Legislation ...... 2,000 2 

Public Health....... 100 100 
Malpractice Defense. 
31,225 


$2,000 $2,000 


22,800 20,000 


2,000 


28,325 
Special Committees: 
Instruc- 
Public 1,C00 
200 
Section of Obstetrics 
and Gynecology. 
Boston Better Busi- 
ness Bureau..... 25 
2,200 


14,000 5,000 
$55,425 $53,050 

*Including expenses of delegate to annual congress at Chicago 
and prize offered to interns in Massachusetts. 


tIncluding expenses of delegate to annual congress at Chicago. 
tBy vote of Council, this was increased to $5,000. 


2,625 
Returns to District Seci- 
eties 


Total 


| 
5 
| 
t 
e 
e 
1 
f 
r 
—— $6,700 $5,200 
f 
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APPENDIX NO. 11 


REPoRT OF THE COMMITTEE ON POSTGRADUATE 
INSTRUCTION 


During the past four years the Medical Society 
has annually presented extension courses of post- 
graduate instruction to the Fellows. The course for 
the academic season 1936-1937 was completed in the 
autumn of 1936, whereas in previous years some dis- 
tricts have had the sessions later in the winter or 
spring. 

At the original meeting of the general Committee 
four years ago it was decided that the courses 
should be primarily arranged for the benefit of the 
Fellows in general practice. The Committee has 
kept this ideal in mind. The curriculum of the first 
year contained twenty-one separate genera! subjects 
with several subdivisions. Each subject was pre- 
sented by two to four instructors; two hundred and 
thirty-two sessions were given by a staff of one 
hundred and seventy teachers. The curriculum for 
the second year consisted of eight general subjects 
with three sessions devoted to each subject. Two 
hundred and forty sessions were given in twenty-four 
places by a faculty of one hundred and thirty-six. 
The third year the curriculum contained fourteen 
general subjects which consisted of one or two ses- 
sions each. The faculty consisted of one hundred 
and twenty-two instructors. During the second and 
third years most sessions were given by two in- 
structors. On a number of occasions one instructor 
was sent; this method was so well received that for 
the last academic year, which closed on December 
18, 1936, only one instructor gave each lecture. Four- 
teen separate subjects were presented; the scope 
of each session was materially less than in previous 
vears. Fifty instructors gave one hundred and eight 
sessions. 

The content of the curriculum and methods of 
presentation have been much improved during the 
past four years. The criticisms and suggestions 
from the district chairmen have been of especial ben- 
efit in improving teaching. So far the methods of 
teaching have been didactic with one or two ex- 
ceptions. The Committee believes that clinical teach- 
ing would materially increase the effectiveness of 
the courses. Sixteen district chairmen have _in- 
dicated that clinical teaching would be feasible and 
welcome in their districts. Any future effort should 
make use of this method. 

During the past year the Committee has omitted 
the subjects of obstetrics and pediatrics on account 
of the fact that the National Security Act has pro- 
vided for instruction in these fields. Postgraduate 
extension courses in these subjects will begin this 
spring under the e@uspices of the State Department 
of Public Health as representing the national govern- 
ment. 


Whereas the national government has seen fit to 
become active in the field of postgraduate medical 
education, as evidenced by the National Security 
Act, the Committee recommend that the extension 
courses be temporarily suspended and that the 
Committee restudy the whole problem of postgradu- 
ate instruction, particularly in its relation to the 
National Security Act, as well as to any other 
state or national agencies in this field, with the idea 
of cooperating with these agencies in every prac- 
tical manner. The Executive Committee has been 
instructed to carry on such conferences as are nec- 
essary. 

Respectfully submitted, 
Frank R. Oper, Chairman, 
L. E. Parkins, Secretary. 


APPENDIX NO. 12 


FOR MEMBERS OF HospitaL Council 
or BosTon 


Hospitals have experienced difficulties in certaii 
accident cases in past years in collecting their 
charges from patients, who have collected damages 
from the persons causing the injuries or their insur- 
ance companies. This is due to the fact that claims 
for damages for personal injuries are not assignable 
by law and the insurance companies are therefore 
not bound to recognize assignments of such claims. 
As a part of the patient’s financial recovery is based 
on hospital, medical and surgical expense. it is only 
just for the hospital to protect itself by using every 
effort to have its charges paid in all proper cases. 

The Hospital Council understands that the insur- 
ance companies are willing, when paying claims 
for damages, to use their best efforts to arrange 
with the claimants for a direct payment from the 
insurance companies to the hospitals for their prop. 
er charges, provided that the hospitals will cooper- 
ate as hereinafter set forth: 


MEMORANDUM 


1. The hespital will as soon as possible after the 
start of treatment in any case where the patient is 
willing and in proper mental condition, and where 
his attorney, if any, has assented, secure an authori- 
zation from such patient on form A attached. Upon 
securing such authorization the hospital will notify 
the insurance company involved of its treatment of 
the patient and will upon request and at the insur- 
ance company’s expense provide the insurance com- 
pany with a complete hospital record concerning the 
nature and extent of the injury suffered. 

2. The hospital will ask the patient to sign an 
order, form B attsched, authorizing direct payment 
to it from the insurance company of the hospital 
bill upon any payment of the claim, in every case 
where the patient is willing and in the proper men- 
tal condition to sign the order and where his attor- 
ney, if any, has assented, and will send such order 
or a copy to the insurance company as soon as pos- 
sible. 

3. Where the patient is a minor, the authorization 
and order above referred to shall be signed by his 
parents or guardian on forms A-1 and B-1 attached. 

4. On request, the hospital will arrange, if the 
physical and menta! condition of the patient is such 
that in the opinion of the hospital's superintendent 
no harm will result, with the approval of the patient 
and his attorney, if there is one, for an interview 
and physical examination of the patient by the in- 
surance company’s examining surgeon or physician. 
in the presence of the attending physician or his 
designated representative. 

5. It is understood that in the settlement of cases 
where the patient or his attorney will not cooperate 
with the insurance companies in agreeing for a 
direct payment of the reasonable hospital bills, the 
insurance company will immediately advise the hos- 
pital of any settlement made so that it may take 
appropriate action to protect its interest. 

6. It is understood that in the settlement of cases 
where, because of lack of merit or otherwise, the 
insurance company will make no payment, it will 
promptly notify the hospital involved of the status 
of such case. 

7. It is recognized that there will be some cases 
where, because of lack of merit, the insurance com- 
pany’s payment and settlement will not be suffi- 
cient to afford full satisfaction of reasonable med- 
ical expenses. In such cases, the insurance com- 
pany will advise the hospital of the status of the 
case and attempt to work out some solution whereby 
the hospital shall receive a fair proportion of its bill. 

The Hospital Council recommends to its members 
that they adopt the above procedure. 
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FORM A 
Authorization to Furnish Records 


To. Hospital: 

| hereby authorize you to notify as soon as pos- 
sible the es Insurance Company, 
which represents the person or persons against 
whom I have a claim for damages, of my injury 
sustained on or about 193.......... and 
to furnish it with a full and correct copy oi my 
hospital record on request. 


Witness 


(Signed). ...... 


Dated 
Approved: 


Case: 


(Patient’s Attorney) 


FORM Al 


Authorization to Furnish Records (Minor) 


To Hospital: 

We hereby authorize you to notify as soon as pos- 
sible the Insurance Company, 
which represents the person or persons against 
whom our child ; and we have a 
claim for damages, of his (her) injury sustained on 
or about 193........, and to furnish 
it with full and correct copy of his (her) hospital 
record on request. 


Witness 
Father 
Mother 


Approved: (Patient's Attorney) 
Case: 


FORM B 
Order for Payment of Hospital Bills 


Hospital 
Boston, Massachusetts. 
To the ... Insurance Company: 

If and when any settlement or payment is made 
of my claim for injuries, sustained on or about 
193........, resulting in hospital care 
and expense, please pay direct to the 
Hospital the full sum of my hospital bill, $.......... 
I understand that this order does not relieve me 
of my obligation to pay such bill if not paid by the 
Company. 


Witness: 


(Signed) 
198......... 


Date 
Case 
Approved: 


(Patient's Attorney) 


FORM Bl 
Order of Payment of Hospital Bills (Minor) 


Hospital 
Boston, Massachusetts. 
To the Insurance Company: 

If and when any settlement or payment is made 
to us or either of us arising from a claim for injuries 
to our minor child , sustained on 
or about 198........, resulting in hospital 
care and expense, please pay direct to the 

Hospital the full sum of his (her) 
hospital bill, $..000... We understand that this order 
does not relieve us from our obligation to pay such 
bill if not paid by the Company. 


Witness: 
Father 


Mother 


Date 
Case 
Approved: 


193...... 


(Patient’s Attorney) 


APPENDIX NO. 13 
MEMORANDUM—AUTOMOBILE PERSONAL INJURY CASES 
IN MASSACHUSETTS PiysiciANs’ CASES 


Physicians are entitled to be paid their rea- 
sonable bills for professional services and at- 
tendance to persons injured in automobile acci- 
dents within the Commonwealth and insurance 
companies should cooperate to bring about this 
result in all cases where it is possible and where 
the physicians evidence a cooperative attitude 
toward the insurance companies. 


Physicians should notify the insurance compa- 
nies involved as promptly as possible after the 
start of treatment in all automobile injury cases. 
Form C, sample attached. to be signed by the 
patients authorizes physicians to do this and 
may be used for this purpose if desired. 


Physicians should furnish the insurance com- 
panies involved with complete information as 
to the nature and extent of the injuries and 
disabilities suffered in all automobile injury 
cases. In order to do this, physicians should 
secure written authorization from the patient 
and it is desirable that form C, sample attached, 
should be used for this purpose. 

Physicians should secure from patients in auto- 
mobile injury cases a signed order, sample form 
D attached, authorizing the insurance company 
involved to make direct payment to the physi- 
cian of the amount of his reasonable bill for 
services in the event a settlement of the case 
is made. Such orders or copies of them should 
be sent to the insurance company involved as 
soon as possible. 

Where the patient is a minor the authorizations 
above referred to should be signed by his par- 
ent or guardian. Separate forms are suggested 
for minor cases—see forms C1 and D1 attached. 
Signature of all forms by patients must be con- 
tingent upon the patients’ being in such mental 
and physical condition as to permit of a clear 
understanding of the action authorized by such 
forms. Where patients are represented by at- 
torneys, in the discretion of the physician, at- 
torneys’ approval to such form may be required. 
Physicians should cooperate with insurance 
companies in arranging for physical examina- 
tions of patients by insurance companies’ exam- 
ining surgeons where required contingent, of 
course, upon the patients’ willingness to submit 
to such physical examination and upon patients 
being in such physical and mental condition as 
to permit of their being made without harm to 
the patients. 

In all automobile injury cases where it is pos- 
sible and where direct settlements are made 
with the injured person by the insurance com- 
panies the companies should arrange for direct 
payment of the reasonable bills of physicians— 
this action being contingent upon the physicians 
having secured from the patients and sent to the 
insurance companies an order authorizing such 
action and having otherwise cooperated with the 
insurance companies as outlined in this memo- 
randum. 

In automobile injury cases where patients are 
represented by attorneys and where the physi- 
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cians have secured such orders and otherwise 
cooperated with the insurance companies, the 
insurance companies should make every effort 
to have the attorneys agree to direct payment 
of the reasonable bills of the physicians if and 
when settlement is made and where this is 
impossible the physicians involved should be 
immediately advised of any settlement made 
so that they may take appropriate action to 
protect their interest. 

In cases where the physicians involved have 
secured patients’ authorizations and otherwise 
cooperated with the insurance companies and 
where because of lack of merit from the stand- 
point of legal liability of its policyholders, lack 
of coverage or other reason the insurance com- 
pany makes no payment, the doctor or hospital 
involved should be notified of the status of such 
cases promptly. 

It is recognized that there will be some cases 
where the doctors have secured such authoriza- 
tions and otherwise cooperated with the insur- 
ance companies but where, because of lack of 
merit from the standpoint of the insurance com- 
pany, the insurance company’s payment in set- 
tlement will not be sufficient to afford full pay- 
ment of reasonable medical expenses. In such 
cases the insurance companies should advise 
the physician involved of the status of the case 
and attempt in a cooperative way to work out 
some solution whereby the physicians will not 
suffer complete loss of the amount of their rea- 
sonable bills for professional services and at- 
tendance. 


FORM C 
Authorization to Furnish Records 


To Physician: 

I hereby authorize you to notify as soon as pos- 
sible the Insurance Company, 
which represents the person or persons against 
whom I have a claim for damages, of my injury sus- 
tained on or about T93......... and to 
furnish it with a full and correct copy of my medical 
record on request. 


Witness 


(Signed) 


Dated: 
Approved: (Patient’s Attorney) 
Case: 


FORM Cl 
Authorization to Furnish Records (Minor) 


To Physician : 


We hereby authorize you to notify as soon as pos- 
sible the Insurance Company, 


which represents the person or persons agai 


record on request. 
Witness 


Dated: 
Approved: 


Case: 


(Patient’s Attorney) 


FORM D 
Order for Payment of Physician's Bills 


Physician 
Boston, Mass. 
To the Insurance Company: 
If and when any settlement or payment is made 
my claim for injuries sustained on or about 
, resulting in medical care 
and expense please pay direct to i 
Physician the full sum of my medical bill, §............... 
I understand that this order does not relieve me of 
my obligation to pay such bill if not paid by the 
Company. 
Witness 


of 


(Signed) 
Date 
Case 
Approved: (Patient’s Attorney) 


FORM D1 
Order for Payment of Physician's Bills (Minor) 


Physician 
Boston, Mass. 
To the Insurance Company: 

If and when any settlement or payment is made 
to us or either of us arising from a claim for in- 
juries to our minor child sustained 
ical care and expense, please pay direct to 
Physician the full sum of his 
(her) medical bill, We understand that 
this order does not relieve us from our obligation 
to pay sucn bill if not paid by the Company. 

Witness 


Father 
Mother 


Approved: (Patient’s Attorney) 


t 
claim for damages, of his (her) injury sustained 9 
; it with full and correct copy of his (her) medic] 
10. | 
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CASE 23121 
PRESENTATION OF CASE 


A 29 year old American housewife was admit- 
ted complaining of pain in the abdomen. 

Nine months prior to entry the patient had 
an attack of severe, sharp pain in the left costo- 
vertebral region, radiating anteriorly into the 
left upper quadrant. The pain continued for 2 
days and subsided, but then recurred intermit- 
tently as a dull aching discomfort in the left 
upper quadrant. During the month preceding 
entranee to the hospital the distress became 
relatively constant and again increased in sever- 
ity. The pain radiated to the left shoulder and 
was intensified by deep inspiration. For 2 
months before admission she experienced a bloat- 
ed sensation in the upper abdomen and was trou- 
bled by ‘‘gas’’. Her abdomen seemed larger 
than previously, and there was moderate weak- 
ness. There was never any nausea, vomiting, 
diarrhea, fever or abnormal urinary symptoms. 

Physical examination showed a rather thin 
young woman in no acute discomfort. The heart 
was not enlarged. There was a soft systolic 
murmur at the apex. The blood pressure was 
165/105. The lungs were clear. The abdomen 
was slightly distended. There was palpable in 
the left upper quadrant a firm, nodular, non- 
tender mass, about the size of a grapefruit, 
which moved with respiration. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine showed a specific 
gravity of 1.009. The sediment contained only 
2 white blood cells per high power field. The 
blood showed a red cell count of 4,900,000, with 
a hemoglobin of 95 per cent. The white cell 
count was 7,400, 70 per cent polymorphonu- 
clears. A blood Hinton test was negative. The 
basal metabolie rate was +15 and +2 per cent. 

A plain x-ray film of the abdomen showed in- 
distinet kidney outlines. The right was faintly 
visualized and appeared to be normal. There 
was a small area of calcification in the region 
of the lower end of tke left ureter. An intra- 
venous pyelogram demonstrated fairly good dye 
exeretion by both kidneys. The kidney outlines 


were relatively large, but there was no appre- 
ciable dilatation or deformity of the pelves or 
ealices. The urinary bladder was not remark- 
able. The soft tissues of the upper abdomen 
were dense and homogeneous, and the shadow 
of the liver reached the crest of the ilium. The 
outlines of the spleen could not be definitely 
visualized, but gas in the splenic flexure ap- 
peared to be displaced downward. Examina- 
tion of the esophagus, stomach and duodenum 
revealed no evidence of intrinsic disease. There 
were no varices in the esophagus. The stomach 
was markedly displaced to the right, and the 
lower margin of the left upper quadrant mass 
was seen about an inch and a half above the 
crest of the ilium. The shadow of the liver 
was not seen at this examination, but its dul- 
ness extended down to the same level as the left- 
sided mass. 

On the seventh hospital day a laparotomy 
was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. WitutAM B. Breep: I so seldom am able 
to make a correct diagnosis in a patient who 
presents something abnormal in the left upper 
quadrant that I approach this particular case 
with a good deal of humility. My experience 
has been that a correct diagnosis of pain and a 
mass in the left upper quadrant is practically 
never made. The question resolves itself in the 
last analysis of this case, without going into de- 
tails, as to whether this is the spleen or a tumor 
mass. The story certainly suggests that she 
had some process going on in the left upper 
quadrant that produced diaphragmatic irrita- 
tion and pleural or peritoneal pain on respira- 
tion. It seemed to be rather persistent after it 
once made its appearance, and had a diaphrag- 
matie radiation to the left shoulder. The physi- 
cal examination showed nothing abnormal but 
this mass, which is described as a firm, nodular, 
nontender mass, about the size of a grapefruit, 
which moved with respiration. The inference 
is that it was not a retroperitoneal gland, and 
that it probably had some sort of pedicle, if it 
moved with respiration, or that it was the left 
kidney. 

Dr. AuBREY O. Hampton: The left kidney is 
definitely displaced downward. 


Dr. Breep: There seems to be no evidence 
of heart disease to warrant the diagnosis of in- 
faretion of the spleen of an embolie character, 
and we have no evidence of any acute or chronic 
infection. We have no evidence of any anemia 
to indicate a long duration of some malignant 
disease. The white cell count and the differen- 
tial smear seem to be normal. The metabolic 
rate was determined, I suppose, with the thought 
that this might be a large spleen, and the ques- 
tion of aleukemic leukemia had to be settled. 
One can be ponderous about a matter of this 
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sort and can write a great list of possible causes 

of a tumor in the left upper quadrant, but I 
think that the best thing to do is to make up| 
one’s mind, if possible, as to whether this is 
a spleen. Of course, my opinion in the mat- 
ter has to be made from the record and_ not 
from what I feel with my fingers. It would be 
of considerable interest to read the notes in 
the medical record. I think you will probably 
find two camps; perhaps the resident and a vis- 
iting man say it is a spleen, the junior and 
the fourth year clerk and the nurse say it is 
not a spleen! 

Dr. Tracy B. MaLtory: Two men who felt 
this mass are here. Perhaps they will tell us 
whether they thought it was spleen. 

Dr. Breep: I would like to hear them later, 
if I may. 

Of course, if we can make up our minds it 
is spleen, then we do not have to go into various 
pathologic pictures as to the nature of the 
tumor. 

The stomach, duodenum and small intestine 
seemed to be clear. It is not quite plain in the 
record as to whether the colon was normal. There 
is no record of a barium enema. The roent- 
venologist brings up the question of whether it 
is a spleen. Ile says that the spleen could not 
be distinetly visualized, but gas in the splenic 
flexure appeared to be displaced downward. 
Therefore, in attempting to make up our minds 
what this is, it would be well to hear from 
Dr. Hampton now. 

Dr. Hampron: [| cannot add much to what 
the notes said, except that we were wrong in 
not mentioning that the left kidney is displaced 
downward. The lower pole is beyond the crest 
of the ilium. The right is in about normal posi- 
tion. Here is the edge of the liver. It is rather 
sharp and faint, but does extend to below the 
crest of the ilium. We took that to be the liver. 
Neither the left kidney shadow nor the outline 
of the spleen can be seen in a plain film. In 
this film after the intravenous dye we still do 
not see the outline of the spleen. Usually if 
we see the liver we can also see the spleen. We 
do not see it here. The psoas musele on both 
sides is fairly straight and smooth, as you ¢an 
see. The esophagus has perfectly normal muco- 
sal folds. We did not do a chest film, but so 
far as you can tell here, the left diaphragm 
bulges upward at a point lateral and posterior 
to the fundus of the stomach. It is not very 
high, perhaps an inch higher than the right, and 
this may be exaggerated. The stomach is 


markedly displaced, chiefly in the midportion. 
There is not so much evidence of pressure above 
as one would expect with a diffusely enlarged 
spleen. If this patient had an enlarged liver and 
spleen it seems to me that the fundus of the 
stomach would be sharper; that is, if the mass 


Dr. Breep: How about a barium enema? 

Dr. Hampron: We did not do one. 

Dr. Breep: I think it is fair to exclude the 
genitourinary tract here, as well as the gastro- 
intestinal tract, on the evidence that we have; 
and if we say it is not spleen, then we have to 
eo into various diagnoses, such as a retroperito- 
neal lymphoma, cold abscess, fibromas, cysts of 
the pancreas and various things that cannot be 
diagnosed except by laparotomy. 

I do not gather from the record that this is 
retroperitoneal except inasmuch as the spleen 
is retroperitoneal. I get the impression that it 
it movable with the movement of the diaphragm, 
and if it is not the left kidney I am inclined to 
believe that it is a large spleen. 

If we agree, then, that this is an enlarged 
spleen, what is the pathology? That is rather 
difficult to decide. In the absence of heart dis- 
ease, one would not give much weight to the 
diagnosis of infarction on an embolic basis. She 
might have had a thrombosis of the splenic 
vein—which would have caused her symptoms 
and her present physical examination. The 
question of esophageal varices has been very 
carefully ruled out, and she did not have hem- 
atemesis. However, the absence of such varices 
does not rule out Banti’s disease. [I am not 
prepared to go into the pathology of the spleen, 
but | am prepared to call this mass a spleen 
rather than some pathologie new growth. It 
seems to me perfectly obvious that this person 
was operated on for diagnosis, and [ should 
say that this was an exploratory laparotomy 
for diagnosis. I also venture to sav that the 
people who had charge of her were just about 
as much in the dark as I am. 

Now, Dr. Hunter, I shall be glad to hear what 
you have to say, if you can talk without preju- 
lice. 

Dr. Francis T. Hunter: There are two or 
three important points about this case. First, 
so far as | am concerned, the mass without any 
question was a spleen. Secondly, pain radiating 
to the left shoulder is not uncommon in cases 
of myeloid leukemia because of infarction and 
secondary irritation of the diaphragm. We start- 
ed thinking in terms of myeloid leukemia and 
therefore the metabolism was done, and, since it 
was high, it was repeated, found to be low, and. 
consequently, leukemia was eliminated. Then 
we argued that this was an enlarged spleen in 
an apparently healthy woman who had a great 
deal of pain coming on suddenly, and the only 
logical diagnosis was thrombosis of the splenic 
vein so early that varices had not yet developed. 
We thought it was definitely a very early Banti’s 
(lisease. The patient’s symptoms corresponded 
to the original description of Banti’s disease. 
The laparotomy was done not for exploration 


oceupied the exact position of the spleen. 


but for splenectomy. Our preoperative diagno- 
sis was thrombosis of the splenic vein. 
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Dr. ARTHUR W. ALLEN: We operated think- 
inv it was a spleen, Dr. Breed. Very much to 
our surprise, we found a large tumor above the 
kidney, behind the spleen, pushing the spleen 
forward so that it could be felt. But the mass 
itself was a large tumor of the adrenal that 
could be shelled out, leaving the circulation of 
the colon intact. The kidney was removed with 
it because it was felt safer to do that, although 
the kidney was not very intimately attached to 
it. 

CLINICAL DIAGNOSES 


Banti’s disease. 
Splenomegaly. 


Dr. B. Breep’s DIAGNOSES 


Splenomegaly. 
Banti’s disease ? 


PATHOLOGICAL DIAGNOSIS 
(Carcinoma of the adrenal. 
PATHOLOGICAL Discussion 


Dr. Mattory: Dr. Hampton did his best 
to give a hint by pointing out how much the 
left kidney was displaced downward. I think 
that is the only lead there was in the case. So 
far as I know, we have never correctly diagnosed 
a malignant tumor of the adrenal preoperative- 
ly here, except the neuroblastomas of childhood. 
The diagnosis in those is often very obvious, 
especially if the patient shows the characteristic 
metastases to the bones and skull. But in the 
case of the carcinomas of the adrenal cortex 
that we see in older individuals, 1 think we 
have yet to make a diagnosis. In some of them 
the diagnosis probably should be made. If there 
were any evidence of endocrine imbalance, plus 
a tumor in this region, one would have a good 
clue; but many of these tumors of the adrenal 
cortex produce absolutely no shift in the endo- 
crine system, whereas others are associated with 
almost any combination, from complete repro- 
duction of the basophilic adenoma syndrome 
to pseudohermaphroditism, and even to attacks 
of hypoglycemia. In this case there was only 
a slight irregularity in the menstrual history. 
She had always been regular until the last two 
periods, when she had slight staining between 
periods, but that hardly seemed of any  sig- 
nificance. 

A Purysician: What about the blood pres- 
sure in a 29 year old woman? 

Dr. MAauiory: It was high, and we have no 
record of what has happened since the opera- 
tion. That would be interesting to find out. 

Dr. ALLEN: She reported to me within the 
month and is perfectly well symptomatically. I 
ilo not know about the blood pressure. 

Dr. Hotmes: If the question of the adrenal 


air around the tumor would have made the diag- 
nosis. We have quite a few cases that we have 
done that way. 

Dr. ALLEN: If Dr. Holmes could see the size 
of this tumor I think he would agree that one 
would hesitate to put air in there. 

Dr. Houmes: One other point—the kidney 
is never displaced downward by an enlarged 
spleen. 

Dr. Mauuory: The spleen was actually en- 
larged. Dr. Allen estimated it as about thiree 
times the normal size. That was what was be- 
ing felt, and I imagine the tumor pressed upon 
its blood supply or caused an acute angulation 
of the splenie vein. 

Dr. HaAmpron: The liver was rotated instead 
of enlarged? 

Dr. MALLory: Yes. 


CASE 23122 
PRESENTATION OF CASE 

A 45 year old housewife was admitted ¢om- 
plaining of fatigability and weakness. 

One week before entry the patient visited a 
dentist, who found several carious teeth. In 
addition, a cystic condition of her lower jaw 
was found by x-ray. For about 6 months be- 
fore entry the patient noted gradually inereas- 
ing fatigability and rather marked weakness. 
There were vague aches and pains with rather 
generalized distribution but no well-defined area 
of localization. These were more evident early 
in the morning but tended to diminish towar« 
noon. For an unstated period there was pain 
in the left shoulder, which interfered with ex- 
treme motion in all directions. There were no 
other muscular or joint pains. and the patient 
had not noticed any decrease in height or weieht. 

Physical examination showed a well-developed 
and nourished woman in no acute discomfort. 
There was a firm, nontender, subcutaneous tu- 
mor, measuring 5 by & centimeters, overlying 
the right parotid. The patient stated that it 
had been present for 20 years. No note was 
made as to whether this was adherent to the 
underlying gland. The thyroid was symmetrical- 
ly enlarged and firm. No bruit was audible. 
The lungs were clear, and the heart was nor- 
mal. The blood pressure was 120/90. The ab- 
dlomen was negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine showed a specific 
gravity of 1.014, with a trace of albumin. The 
sediment contained 3 red blood cells and an oe- 
casional white blood cell per field. Examination 
of the blood showed 4,700,000 red cells, with a 
hemoglobin of 80 per cent. The white cell count 
was 8,400, 66 per cent polymorphonuclears, 2° 


tumor had been raised at all, the injection of 


lymphocytes, 9 monocytes, and 2 eosinophils. A 
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blood Hinton test was negative. The serum eal- 
cium was 10.16 milligrams per cent, the serum 
phosphorus 4.76 milligrams per cent and the 
phosphatase 4.6 units. The serum protein was 
6.3 grams per cent. The basal metabolic rate 
was —9. Two examinations of the urine for 
Bence-Jones protein were negative. A urine 
concentration test showed a maximum eoncen- 
tration of 1.022 and a minimum of 1.010. The 
nonprotein nitrogen of the blood was 22 milli- 
grams per cent and the blood cholesterol 206 
milligrams. 

X-ray examination of the skull and jaws 
showed multiple sharply defined, punched-out 
areas of rarefaction within the bones. Similar 
areas of bone destruction were seen in the ribs, 
left humerus and radius. The upper portions 
of the ulna, the clavicle, the scapula, the right 
humerus, the shafts of both femora, the left 
fibula and the head of the right fibula showed 
similar changes, as did the bodies of the sec- 
ond, third and fourth cervical vertebrae. The 
changes were least marked in the pelvis and 
the lumbar spine. The bone between the areas 


of destruction showed very little decalcification. 
An intravenous pyelogram showed no evidence 
of hydronephrosis or other deformity of the 
kidney calices. 
mal. 

On the eighth hospital day a biopsy of a rib 
was performed. 


The kidney outlines were nor- 


DIFFERENTIAL DIAGNOSIS 


Dr. GRantTLEY W. Tayuor: I shall present 
this case very briefly because the history does 
not contribute very much. The differential di- 
agnosis will rest on the x-ray picture plus what 
may be added in the way of deductive reason- 
ing. All we have to go on is this short history 
and the fact that the x-rays showed a wide- 
spread destructive process involving a great 
many bones in the skeleton. Presumably the 8 
days were spent in collecting laboratory data 
that are not presented. 


The problem is one of widespread generalized 
bone disease. Is it on the basis of something 
like osteitis fibrosa cystica, or is it myeloma, or 
is it lymphoma or metastatic malignancy? It 
seems to me that these are about all that it could 
reasonably be. The serum protein and the neg- 
ative Bence-Jones reactions are evidence very 
much against myeloma. The serum calcium and 
phosphatase are evidence very much against os- 
teitis fibrosa cystica. If we fall back upon gen- 
eralized malignancy or possibly lymphoma, what 
have we that bears on them in this study? The 
metabolic rate of —9 would be somewhat against 
lymphoma as generalized as this; moreover, the 
lack of any evidence of lymphoma elsewhere in 
the body would be very much against that diag- 


nosis. On the side of metastatic malignancy 
we have very little to point toward a primary 
focus. <A large tumor in the parotid region that 
had been present for 20 years is probably with- 
out significance so far as our immediate problem 
is concerned. She had a symmetrically enlarged 
thyroid. The fact that it was large and firm 
means that it could be felt and was more prom- 
inent than normally. It probably is of no sie- 
nificance. Of the kinds of metastatic malignant 
disease with widespread involvement of thie 
bones that one finds in adult women, the breast 
is by far the commonest point of primary 
origin. We also get dispersed metastases sec- 
ondary to the thyroid, secondary to the kid- 
ney (hypernephroma), secondary to the ovary, 
and others that are much less generalized. They 
can come from almost anywhere in the gastro- 
intestinal tract or pelvie organs other than the 
ovary; but the breast, the thyroid, the kidney 
and the ovary seem to me to account for most 
of them. 


There is no mention at all in regard to the 
breast examination. There rarely is, unless one 
is very conscientiously going over the breasts 
looking for primary disease. One can overlook a 
mass as large as a baseball, especially in women 
who have very large breasts. The enlarged thy- 
roid raises the question of metastatic thyroid 
disease. Characteristically, as I have seen these 
patients, bone metastases from thyroid carci- 
noma are not so widespread as the metastases 
from the breast; and certainly this patient has 
very widespread metastases. Similarly, metas- 
tases secondary to a hypernephroma are usually 
few in number as they appear in the bone. As 
regards metastatic malignant disease originating 
in the kidney, we have 3 red blood cells in the 
urine. There is no indication that this was a 
catheter specimen. The pyelogram was normal. 
So I think we ‘can throw the kidney out as a 
source of the primary disease. 


Is it fair for us to rule out myeloma on the 
strength of the findings? We cannot rule it out 
positively because the serum protein is within 
normal limits and the Bence-Jones reaction is 
negative. But that is the only way we have to 
determine its presence. Similarly, we cannot 
rule out Hodgkin’s disease on the basis of a low 
metabolic rate or on the absence of enlarged 
lymph nodes. But that is the only way we can 
rule it out. 

I will guess that she had primary carcinoma 
of the breast that was overlooked. That is prob- 
ably a very rash suggestion. 


X-RAY INTERPRETATION 


Dr. Grorce W. Hotmes: I think that Dr. 
Taylor should have seen these films. There are 
several interesting features about them. The 
lesion is rather diffuse, fine and very sharp, with- 
out evidence of involvement of the soft tissues. 


| 
| 
| 
| 
| 
| 
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You can rule out a number of things as soon as 
you look at the films. 


This is another film showing metastases to the 
jaw, whieh does not occur often with ordinary 
metastatic tumors, and here is another unusual 
finding—the pelvis shows no evidence of disease. 


In cases of cancer of the breast with widespread 
metastases the pelvis is almost invariably in- 
volved. 


The kidney films are negative. The lower ends 
of both femurs are negative, though there are 
lesions in the shafts. There is not much in the 
spine. ‘We have, then, a condition that is wide- 
spread in the skeleton, showing sharply defined 
areas of destruction that are more numerous in 
the skull and in the ribs than anywhere else. 
It is very unusual to have metastases in the 
extremities. I think thyroid tumors may cause 
unusual metastases occasionally. This is either 
a metastatic malignant tumor or myeloma. It 
has to be one of those two. 


Dr. BENJAMIN 
a xanthoma? 


Dr. Hotmes: I do not think so. Xanthoma 
usually shows much larger lesions. I have never 
seen fine, even metastases like these from xan- 
thoma. 


CASTLEMAN: Could it be 


If the lesions are due to metastases they are 


very unusual. We do not commonly see earci- 
noma of the thyroid in this clinic, but I think 
| would put that first. 


A Puiysictan : Does cancer of the thyroid usu- 
ally have an elevated basal metabolic rate along 
with it? 

Dr. Tracy B. Matuory: Almost never. The 
basal metabolic rates in our experience have in- 
variably been normal. 

A Puysician: I should like to ask the radi- 
ologist if the shape of these areas is of any 
significance. They are so smooth they look al- 
most like bubbles. Would that help in making 
a diagnosis between myeloma and carcinoma? 

Dr. Houtmes: I do not believe that the radi- 
ologist can make a differential diagnosis between 
myeloma and carcinoma. One point that helps 
somewhat is that myeloma is apt to be finer and 
more widely distributed than carcinoma. 

Dr. Mauuory: Dr. Jacobson, have you any 
comment to make? 

Dr. Bernard Jacosson: If you had seen the 
patient you would have been surprised that she 
looked so well despite the extensive bone le- 
sions. Unfortunately I saw her after the diag- 
nosis had been made by biopsy. In the stained 
blood smear I saw 2 eells which I considered 
plasma cells. I honestly think that if I had 
seen the smear even before the biopsy I would 
have called them plasma cells. 


CurnicAL DraGnosis 
Multiple myeloma. 


Dr. GRANTLEY W. TAyLor’s DIAGNOsIS 


Carcinoma of the breast with generalized 
metastases. 


PATHOLOGICAL DIAGNOSIS 
Multiple myeloma. 


PATHOLOGICAL DiscussIon 


Dr. Mauuory: The biopsy of the rib was 
done as the only possible way to make a posi- 
tive diagnosis. Impression-preparations of that 
fragment of bone were made and the slides 
stained with Wright’s stain. Practically every 
cell was a typical plasma cell, so that it was 
possible to make an immediate diagnosis. As 
Dr. Jacobson said, the one other lead that one 
sometimes gets in these cases—but one never 
gets it unless he is looking for it—is in the 
peripheral blood. Not infrequently it shows 
plasma cells, probably far more often than we 
realize, and it is almost invariably possible, once 
the diagnosis is proved, to find a plasma cell 
in the blood smear. The number of times it 
has been found before the diagnosis has been 
made are very few and far between. 
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IODINE AS A WOUND ANTISEPTIC 


In an article’ appearing in a recent number 
of the Journal of the American Medical Associa- 
tion further evidence in favor of iodine as a 
wound antiseptic is presented. Simultaneous 
in vitro tests were carried out with a number of 
aqueous nonproprietary and proprietary anti- 
septics to determine which one possessed, in the 
highest degree, the prerequisites of an ideal 
wound antiseptic. Included in the list were com- 
pound solution of iodine, U.S.P., metaphen, mer- 
thiolate, mercurochrome, mercury bichloride, 
mercury oxycyanide, zonite, hexylresorcinol, lis- 
terine and pepsodent antiseptic. The solutions 
were tested for their abilities to kill staphylo- 
cocci when diluted with distilled water, with 
fifty per cent horse serum or with fifty per 
cent human whole blood, for their diffusibilities 
through parlodion sacs and for their toxicities 
for living cells (human leukocytes) and living 
tissue (rabbit epidermis). In each test the 
aqueous iodine solution stood at the top. As a 


matter of fact, it was the only one of these so- 
called antiseptics that was able to kill staphylo- 
cocci, under the conditions of the experiment, 
when mixed with fifty per cent horse serum or 
human whole blood, even when the others were 
used in the strongest or lowest dilution ordi- 
narily recommended for human use. Compound 
solution of iodine, U.S.P., could be diluted two 
hundred and fifty-six times with horse serum 
and sixteen times with human whole blood with- 
out losing its ability to kill under identical con- 
ditions. 

A certain amount of risk is attached to the 
use of tincture of iodine, U.S.P., as blistering 
and burning of the skin may follow, particular- 
ly if an old, hence concentrated, tincture is used, 
or if a snugly fitting gauze pad is applied to 
the treated area. This can be obviated by using 
either an aqueous solution or a dilute tineture. 
As a watery solution does not flow on the oily, 
normal skin and as evaporation is much slower, 
the former is much less likely to produce burns 
than the standard tincture. The same is true 
of a dilute tincture containing only one per 
cent iodine; and it is worthy of note that such 
a solution has been used for three years at the 
Boston City Hospital for routine skin prepara- 
tions preceding brain surgery. In no instance 
has infection occurred that was attributable to 
faulty skin asepsis, and there has never been a 
case in which dermatitis of the scalp followed 
its use. Regardless of the solution in which 
it is used, iodine is an effective germicide. 

Why do we, as physicians, continue to use and 
to recommend the use of relatively expensive. 
but apparently inefficient, proprietary antisep- 
tics in minor wounds, cuts and abrasions? Is it 
because of our habits, because of our vulner- 
ability to the chatter of salesmen and to the vari- 
ous methods of advertising, or because of our 
sincere belief that such solutions are effective 
bactericidal agents? It is true something is ef- 
fective, but that ‘‘something’’ is usually the 
well-known, but little understood, state, natural 
tissue resistance. 

Facts such as these have appeared in medieal 
literature for years, but the majority of us 
do nothing about it. Reputable medical jour- 
nals — even this Journal has been guilty — ae- 
cept advertising copy of solutions that seem 
to be, in many instances, much less effective bac- 
tericidal agents than a simple soap and water 
scrub. Let us hepe that some day we shall, as 
a group, wake up! 


Lest some of the manufacturers become 
alarmed, allow us to suggest that other uses 
may be found for these solutions. Only the 
other day we noted a reference? to such in an 
entomological bulletin. It said, ‘‘For staining 
genitalia and insect tissue use—in a very dilute 
solution. 


Its chief advantage is that it clearly 
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shows tissue which often is obliterated after 
being mounted in balsam.”’ 
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WOMEN’S FIELD ARMY 


Tis week the Women’s Field Army of the 
American Society for the Control of Cancer is 
engaged in an intensive drive to aid in the con- 
quest of malignant disease. 

In other states, educational work looking to- 
ward this end is an important part of the 
Women’s Field Army program. Fortunately, 
the Massachusetts cancer control program, de- 
veloped by the joint efforts of the Massachu- 
setts Medical Society and the Massachusetts De- 
partment of Public Health, has long been mak- 
ing excellent progress in the field of cancer edu- 
cation, both of the physician and the layman. 
Thus, the educational work which the Field 
Army stands ready to do is superfluous here, 
and its activities are being wisely guided into 
channels better suited to the local needs. In 
Massachusetts the Women’s Field Army is chief- 
ly concerned in raising funds for the American 
Society for the Control of Cancer, seventy per 
cent of which funds are to be spent within the 
State in a survey of the incidence of morbidity 
from eancer. 

This helpful participation of the  public- 
spirited women of Massachusetts in advancing 
the control of cancer should aid to focus atten- 
tion on the urgent need for additional research 
funds. The work of the Harvard Cancer Com- 
mission and the cancer research activities of the 
local medical schools and of the hospitals could 
be intensified and enlarged with great profit to 
the community if only the necessary financial 
aid were fortheoming. 


THE COMPLEX 


One of our readers recently asked us why a 
large number of doctors seemed to receive 
their first information concerning certain §al- 
leged remedies from the daily rather than the 
medical press. 


PARACELSUS 


There are many reasons why this may be so, 
the foremost of which is a willingness on the 
part of a doctor to explain himself, or his rem- 
edies, to an open-mouthed public. It is a com- 
mon technic, employed over certain back fences, 
round certain social circles, through certain 


small towns and on up to the nationwide audi- 
ences, all of whom are eager to know what 
the comedian Ed Wynn repeatedly character- 
izes as something ‘‘unusual’’, something ‘‘dif- 


ferent’’. So it was that Paracelsus placed him- 
self before the world. 


There are other reasons. The daily press is 
not so exacting as the medical in its choice of 
material. Its reporters can hardly be said to 
have taken a course in chemotherapy. They 
need but spell the word correctly and all is 
well. Even if they miss the spelling, tomorrow 
it’s something else, so all is well anyway ; where- 
as we have a feeling that if we deliberately mis- 
spelled a word we would hear about it prompt- 
ly. We hear about it much more when we mis- 
spell an idea or a therapeutic concept. The 
medical press must proceed more slowly if it is 
to make progress at all. 

A further distinction must be made—that be- 
tween what is apparent fact and what is news. 
While a fact is being established. news be- 
comes cold. A fact may be negative, as well as 
positive; news is never negative. Analysis usu- 
ally leads to further establishment of fact; 
analysis often disestablishes news. Facts sel- 
dom have an emotional background: news sel- 
dom has anything else. The medical press deals 
more particularly with the presentation of facts 
and, therefore, moves in a more restricted field 
than does the daily press, for which news is life 
itself. 


The answer to our reader whose query start- 
ed this line of thought is that the source of 


information is more important than the informa- 
tion itself. 


THIS WEEK’S ISSUE 


CONTAINS articles by the following 
thors: 


named au- 


Pratr, TuHropore C. M.D. Harvard Medi- 
cal School, 1926. Assistant in surgery, Massa- 
chusetts General Hospital. Visiting surgeon, 
New England Deaconess and Long Island hos- 
pitals. Address: 205 Beacon Street, Boston. 
Ilis subject is **The General Management and 
Treatment of Obliterative Peripheral Vascular 
Disease of the Lower Extremities.’’ Page 495. 


Perkin, H. J. 1931, M.A., University 
of Toronto, 1933. Formerly, fellow in the De- 
partment of Medical Research, Banting Insti- 
tute, University of Toronto. Now, research fel- 
low in biochemistry, Lahey Clinie. Address : 
New England Deaconess Hospital, Boston. 


LaHrey, Frank H. M.D. Harvard Medical 
School, 1904. F.A.C.S. Director, Lahey Clinic. 
Surgeon-in-chief, New England Baptist and 
New England Deaconess hospitals. Address: 
605 Commonwealth Avenue, Boston. Their sub- 
ject is ‘*The Iodine Tolerance Test as an Aid in 
the Diagnosis of Clinical Hyperthyroidism.”’ 
Page 501. 
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CasE Histories 


No. CERVICAL EROSION 


PREGNANCY 


COMPLICATING 


Mrs. A. C., a white woman of 21 years, en- 
tered the hospital on December 10, 1934, com- 
plaining of the passage of bloody urine. Her 
last menstrual period was August 7, 1934, and 
the expected date of confinement May 14, 1935. 
Eight days ago, she noticed a slight amount of 
pinkish vaginal staining, unaccompanied by 
pain. This entirely ceased. The next day, the 
bleeding was renewed in a moderate amount. 
The patient believed that it came from the 
urethra rather than the vagina. 


The family history was unimportant. Aside 
from pneumonia in childhood the patient had 
always been well. The periods began at 14, oc- 
eurred every 28 days, lasted 5 days and the 
amount was not excessive. Menstruation was 
attended by neither pain nor discomfort. In 
1932, she was normally delivered in another 
hospital of a full-term infant weighing 8 pounds, 
which is living and well. There had been no 
misearriages. 

On physical examination, the patient was a 
well-developed and nourished young woman. The 
tonsils were present but were not diseased. The 
teeth were poor and showed the result of much 
dentistry. The breasts were normal, and the 
nipples were surrounded by enlarged Montgom- 
ery’s follicles. Over the apex of the heart there 
was a slight systolic murmur, which was not 
transmitted to the axilla or back. The heart 
was not enlarged. The lungs were negative to 
auscultation and percussion. The abdominal ex- 
amination showed the height of the uterine fun- 
dus to be three fingerbreadths below the um- 
bilicus, and was otherwise negative, except for 
slight tenderness over the right adnexal region. 
The pelvic measurements were: intereristal 30 
em.; interspinous 26 em.; external conjugate 19 
em. The symphysis and pubic arch were nor- 
mal. The promontory of the sacrum could not 
be felt at 12 em. Vaginal examination showed 
the perineum to have a good body, the cervix 
soft and the pelvic vaults negative. The whole 
' uterus appeared to be higher in the pelvis than 


*A series of selected case histories by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited and wil 
be discussed by members of the Section. 


normal and larger than one would expect at that 
stage of pregnancy. The blood pressure was 
130/70; the urine contained no albumin or 
sugar; and the blood Wassermann reaction was 
negative. 

On December 11, 1934, the day following ai- 
mission, a cystourethroscopy was performed. 
The bladder and bladder neck were normal ex- 
cept for a varicosity near the urethral meatus 
on the ventral surface. This was the only pos- 
sible point from which bleeding might have 
originated. A radiograph taken at the same 
time showed that the bladder was somewhat 
large and atonie but regular in contour. In the 
same film were revealed. the skeletal outlines 
of a twin pregnancy lying high in the uterus, 
almost at the fundus. It was suggested by the 
urologist that a speculum examination of the 
cervix be made. Accordingly, on the same day 
the cervix was viewed through a bivalve spec- 
ulum and small erosions found on both anterior 
and posterior lips. These bled slightly when 
touched with a sponge. The patient was dis- 
charged to the prenatal clinic. 

The patient experienced no further bleeding 
throughout the remainder of her pregnancy, 
which was uneventful. 

On April 14, 1935, one month before the ex- 
pected date of confinement, Mrs. C. entered the 
hospital with a history of ruptured membranes 
for 9% hours. Labor, which had been slow, 
became active, and she was delivered within an 
hour after admission. The first twin, a female, 
weighing 5 pounds and 8 ounces, was delivered 
normally. The second, also a female, weighing 
6 pounds and 2 ounces, was delivered by low 
forceps. The placentas were double, with no 
anastomoses between the vessels, and both were 
of the partially cireumvallate type. The twins, 
therefore, were dizygotic in origin. No birth in- 
juries were apparent. There was no postpar- 
tum hemorrhage or perineal laceration. 

The patient’s puerperium was uneventful and 
she was discharged on April 27, which was the 
fourteenth postpartum day. She was partially 
able to nurse the larger twin, which weighed 5 
pounds and 11 ounces on discharge with the 
mother. The smaller twin remained in the 
hospital until May 5, which was the twenty- 
second day. It was given substitute feedings and 
weighed 6 pounds on discharge. 

Discussion. The most frequent cause of bleed- 
ing in the early months of pregnancy is threat- 
ened abortion. Against the diagnosis of extra- 
uterine pregnancy in this ease is the absence 
of pain and abdominal tenderness, which are 
almost always present in tubal gestation. Since 
the uterus was enlarged above the normal for the 
period of pregnancy, hydatidiform mole might 
have been considered, but the small amount 
of bleeding was against that possibility. While 
a cystoscopy is certainly not indicated in all 
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cases of vaginal bleeding, the insistence of the 
patient that the blood came from the urethra 
made such an investigation imperative. Exam- 
ination by the speculum established the diagno- 
sis, as would have been the case had a cervical 
polyp been present. 

The presence of twins was coincidental, and 
of course, had no bearing on bleeding from the 
-ervieal erosion. It will be noted that the diag- 
nosis of twins was established by the x-ray 
fairly early in pregnancy, although it had al- 
ready been suggested by the increased size of 
the uterus found on vaginal examination. It 
will be noted also that delivery occurred pre- 
maturely, as is often the case in twin pregnancy. 


MISCELLANY 


COMMUNITY HOSPITALS AS HEALTH 
CENTERS* 


ERNEST L. HUNT, M.D. 


In these radio talks, which are sponsored jointly 
by the Massachusetts Department of Public Health 
and the Massachusetts Medical Society, the speakers 
have usually discussed particular diseases, their 
prevalence, social and economic importance, means 
of control, prevention, mitigation or cure. Today 
it is my privilege to depart somewhat from custom. 
I am not going to discuss a particular disease, but 
rather I am going to suggest a simplified and im- 
proved organization of community resources to less- 
en sickness, to promote better health, and ultimate- 
ly, to lower the costs of keeping well. 

Progress in the medical sciences has been amaz- 
ingly rapid during the past few years. The dissem- 
ination of information concerning such progress has 
been so widespread that an insistent demand for 
greater participation in its benefits has been voiced 
by welfare workers and social economists from all 
parts of the country. This demand now reverber- 
ates through our legislative halls, where the Euro- 
pean systems of buying medical services, which are 
misbranded “health insurance”, are held up as mod- 
els for us to copy. The term “misbranded” is used 
because health cannot be insured merely by provid- 
ing medical care for those who are actually ill. 
True health insurance is found in those measures 
that prevent illness and physical disabilities by 
sanitation, control of epidemic diseases, temperate 
and wholesome living, control of road and indus- 
trial hazards, and so forth, most of which call for 
health engineering on a large scale. 

The period through which we are living is des- 
tined to loom large in history. One can but won- 
der how our grandchildren and great-grandchildren 
will regard our generation if, under the pressure of 
temporary adversity, we commit ourselves to those 
social and economic policies that are characteristic 
of European collectivist governments rather than to 


*A Health Message Broadcast given by Ernest L. Hunt, M.D., 
on Thursday, February 18, 1937, and sponsored by the Public 
Education Committee of the Massachusetts Medical Society and 
the Massachusetts Department of Public Health. 


those that keep faith in and with our historic ways 
of American freedom and initiative, which the wis- 
dom and courage of our ancestors established and 
defended. Why should we import the political ex- 
pedients of a Bismarck or a Lloyd George from 
countries that have never achieved health stand- 
ards equal to our own? 

The American way to solve our problems is to 
study our own system in order to discover its de- 
fects, and then to devise better and more efficient 
methods for doing the things that need to be done. 
Such studies should be deep and comprehensive, and 
the remedies should be basic. Rather than to pile 
up tier upon tier of new devices, we should com- 
bine and simplify what devices we have wherever 
possible. To do these things effectively in our com- 
plex social and political structure, it is necessary 
to begin with the primary units of organized so- 
ciety. In Massachusetts these are the townships or 
districts in rural communities and their population 
equivalents in urban centers. 

This idea of simplification applies with particular 
force to the administration of health and welfare 
activities. The problems are so largely individual 
and, often, so urgent that a remote and centralized 
administration is sure to be less practical and less 
efficient than well-planned local control and man- 
agement. 

During the past two years, a subcommittee of the 
Massachusetts Medical Society has engaged in a se- 
ries of studies that aimed to discover how ade- 
quately our present system of medical practice 
served our population. It may be said of the re- 
sult of those studies, that such inadequacies as 
were found to exist were more dependent upon the 
problems of poverty, unemployment, intemperance, 
superstition and inertia than upon scarcity of doc- 
tors, hospitals and free clinics. Habitual negligence 
on the part of those who most need medical atten- 
tion accounted for much of the failure to seek and 
secure what was readily available through health 
and welfare organizations and medical charity. 

I mention these studies in order that you may 
know that your health department and medical 
society are neither blind nor indifferent to the fact 
that a portion of the population needs and should 
have more and better medical care along with many 
gther comforts and necessities of life. This in- 
cludes the correction of such inadequacies as may 
be readily accomplished without disrupting or rev- 
olutionizing our present system. We are convinced 
that there would be enough doctors and enough 
hospital beds if they were more scientifically dis- 
tributed and if some of the legal and other restric- 
tions that limit their full utilization in the service 
of the sick were removed or adjusted. 

How. then, is adequate medical service to be 
brought to all persons in need of it? One answer 
is that there should be a community hospital for 
every ten to fifteen thousand of the population. 
Already a goodly number of such hospitals have 
been located in the smaller centers throughout the 
state, but it is necessary to broaden their functions 
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so that they may serve as health centers in coop- 
eration with local health departments, and as wel- 
fare centers in cooperation with local welfare de- 
partments. About such hospitals, medical, dental 
and nursing service, together with all other health 
promotion and welfare agencies, should be organ- 
ized. No welfare administration that does not com- 
prehend health problems as one of its major respon- 
sibilities is adequate in scope. Restrictive laws 
that hamper the intelligent application of relief 
funds to the extra demands of sickness or that im- 
pede the removal of conditions that invite sickness 
should be repealed or liberalized. Revision of our 
settlement laws to the ends of greater humanity and 
greater flexibility is desirable if such a system is to 
be developed. 

Nowadays the rendering of adequate medical 
service is a function in which physicians and the 
community are partners, because efficiency in mod- 
ern medicine is dependent upon many factors in 
addition to the doctors’ knowledge and skill. Cosi- 
ly equipment is the chief factor because the finan- 
cial strength of the community is required to pro- 
vide, house and maintain it. Every modern hospi- 
tal unit must have a good laboratory, standard 
x-ray equipment, good operating rooms with steri- 
lizers, and other expensive instruments and appara- 
tus. There must be bed capacity according to pop- 
ulation and the hospital must be constructed 
that patients with contagious diseases and those 
who are temporarily demented can be isolated or 
otherwise cared for. 

Within a complete hospital unit, lecture and class 
rooms are essential, as the hospital should be a 
center for education in healthful living as well as a 
place of refuge for those whose health is impaired 
by disease or injury. Meetings of the medical staff, 
nurses, mothers and other adult groups and courses 
of instruction in first aid and in home hygiene 
should be among the organized activities. 


The medical staff of the hospital may include all 
the reputable doctors and dentists in the communi- 
ty, but the government of the hospital should pro- 
vide for the proper limitation of surgery and other 
specialties to those of the staff who are qualified 
to practice them. The medical service should be 
organized for the entire community rather than for 
the hospital alone. Cooperation among the doctors 
should provide them with adequate leisure and 
time for recreation. 


so 


How shall the doctors be paid and the hospitals 
supported? The Massachusetts Medical Society has 
advocated a principle which it believes is sound and 
which it believes the people would insist upon if 
they understood what really constitutes adequate 
medical care. This principle is, “The indigent sick 
in any community in the Commonwealth should be 
cared for by individual physicians through the wel- 
fare agencies.” For the application of this princi- 
ple, the doctors stand ready to serve at rates much 
below the normal charges in private practice be- 
cause, if the burden of charity were taken from 
their shoulders, rates in general could be lowered. 


We deplore any type of contract practice in which 
the individual patient is compelled to receive the 
services of a doctor whom a city or town has hired 
cheaply, but in whom the patient himself may have 
no confidence. 

Endowed hospitals which are controlled by non- 
profit associations or religious orders and which 
are supported by their own earnings and by com- 
munity efforts are usually well-managed and 
cient. Where such hospitals exist and are well- 
managed, payment for the care of needy members 
of the community should be legally possible from 
funds of the public welfare and health departments. 
In communities that are capable of maintaining a 
hospital unit and that are not adjacent to another 
community, where a unit adequate for both exists, 
the cost of building and the support of such an in- 
stitution may properly come from public funds, 
which are administered by a board of trustees in 
affiliation with health and welfare adminis- 
trations. Standards for all such hospitals may be 
properly subject to supervision by the Massachu- 
setts Department of Public Health, just as the pub- 
lic banks and insurance companies 
supervised by corresponding state commissions. A 
system of state assistance for the maintenance of 
such hospital units in communities where local re- 
sources are unequal to meet the need is desirable. 

Whatever the ownership and source of support of 
such a community hospital unit, its standards of 
practice and equipment should be of the highest, 
its organization complete, and its educational func- 
tions actively maintained. Its laboratory and x-ray 
equipment should render service to office and home 
on requisition of the doctors, all of which 
services should be paid for by the individual, his 
insurer or the welfare administration. A plan for 
noncompulsory prepayment insurance for hospital 
service, which has the approval of the Massachu- 
setts Medical Society, is about to be launched by a 
nonprofit under the laws of Massachu- 
It is hoped that it will prove a satisfactory 
solution of the problem of hospital care for the 
moderate income group, and that it will benefit the 
hospitals and the insured alike. In the event of its 
success, a similar plan of prepayment for medical 
services may quite naturally follow. 

In conclusion, I urge upon all of you who are 
resident in a community that maintains its own 
hospital the need and duty to take a deep and help- 
ful interest in its support. Look to it to live up to 
the possibilities I have mentioned, and help it and 
its staff to bring every individual under its in- 
fluence to better health and longer life. 


efti- 


close 


schools, are 


cases 


association 


setts. 


DISTEMPER PROTECTS MONKEYS AGAINST 
POLIOMYELITIS 
Using the germ or virus of a mild disease to pro- 
tect against attacks of another more serious disease 
virus may be the method of the future for protecting 
against such intractable ailments as infantile par- 
alysis. 


= 
| 
| 1 


VoL. 216 
No. 12 


MISCELLANY 529 


a 


his possibility appears in a report of Drs. Gil- 
pert Dalldorf, Margaret Douglass and H. E. Robin- 
son, of Grasslands Hospital laboratories, Valhalla, 
N. Y. (Science, Feb. 12). 

The virus of dog distemper, these scientists found, 
protects monkeys against infantile paralysis. In the 
Grasslands laboratories, the infantile paralysis death 
rate for monkeys is 100 per cent. Ordinarily all the 
monkeys die of the disease. When monkeys suffer- 
ine from distemper, as a result of infection with 
dog distemper virus, were infected with infantile 
paralysis virus, only one-third of the animals died. 
Of the two-thirds that recovered, half had no paral- 
ysis when they got well. Even in those animals 
that died, the paralysis set in later than in the con- 


trols. 

These results show that a relatively mild disease 
can to a certain extent protect against an invariably 
fatal one. The studies also suggest, the scientists 
point out, the existence of a new immunity or pro- 
fective mechanism in the virus field, which at precs- 
ent is one of the most baffling in medicine.—Science 
News Letter, February 20, 1937. 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR JANUARY, 1937 


Disease Jan., Jan., 5-Yr. 

1937 1936 Aver- 

age* 

Anterior 1 1 2 
Chicken Pox 1772 1893 1684 
Diphtheria 20 53 «109 
Dog Bite 581 393 


German Measles . 


Gonorrhea 519 557 537 
Lobar Pheumonia 848 1012 772 
Measles 4024 1629 2229 
Meningococcus 13 17 
Mumps 719 2101 1024 


Scarlet Fever 993 1302 1357 
Syphilis 510 443 446 
Tuberculosis, Pulmonary... 313 331 298 
Tuberculosis, Other Forms... 29 41 34 
Typhoid Fever 3 7 ¢ 
Undulant Fever 5 5 1 
Whooping Cough 2167 357 920 
Based on figures for preceding tive veurs 


RARE DISEASES 


Anterior 
ford, 1. 
Diphtheria was reported from Ashby, 1; Attleboro, 
|; Boston, 6; Chelsea, 2; Dedham, 1; Fitchburg, 1; 
Lowell, 1: Melrose, 1; Milton, 1; Revere, 1; Salem, 1; 
Southbridge, 1; Taunton, 1; Winthrop, 1: Total 20. 
Dysentery, amebic, was reported from Boston, 1. 
Encephalitis lethargica was reported from Haver- 
hill, 1; Southwick, 1; Warren, 1; Total 3. 
Meningococcus meningitis was reported from Bos- 
ton, 3; Cambridge, 1; Chicopee, 1; Fall River, 1; 
Fitchburg, 1; Lowell, 1; Orange, 1; Quincy, 1; Tewks- 


poliomyelitis was reported from Med- 


bury State Infirmary, 1; Townsend, 1; Worcester, 1; 
Total 13. 

Septic sore throat was reported from Boston, 4; 
Easthampton, 1; Fall River, 1; Gardner, 1; Middle- 
boro, 1; Natick, 1; Newton, 1; Northampton, 1; 
Saugus, Winchester, 1; Total 14. 

Trachoma was reported from Boston, 1. 

Trichinosis was reported from Cambridge, 1. 

Typhoid fever was reported from Boston, 1; Lynn, 
1; Worcester, 1; Total 3. . 

Undulant fever was reported from Carver, 1; Digh- 
ton, 1; Wellesley, 1; Westboro, 1; Worcester, 1; To- 
tal 5. 


9. 


Diphtheria had the lowest January incidence ever 
recorded. In January, 1924, when immunization was 
just under way, there were 54 cases for every case 
in January, 1937. 

The January incidence of typhoid fever was the 
lowest ever recorded for that month. 

Poliomyelitis had the lowest January incidence 
ever recorded except for 1933 and 1936, which it 
equaled. 

Whooping cough had the highest January incidence 
ever recorded. 

Undulant fever had the highest January incidence 
ever recorded except for 1936, which it equaled. 

There was a further increase in animal rabies. 
This was most marked about Methuen, Lawrence and 
Templeton. 

The reported incidence of lobar pneumonia and 
meningococcus meningitis was below that of Janu- 
ary, 1936, although higher than the five-year aver- 
age. 

The reported incidences of dog bites, measles and 
pulmonary tuberculosis were higher than the five- 
year average for January. 

Mumps and tuberculosis (other forms) were re- 
ported below the five-year average for January. 

The January incidence of German measles was not 
remarkable. 


DO YOU KNOW? 
The human race is about one million years old, 


according to Dr. Hellmut de Terra of Yale Univer- 
sity. 


There are more than two hundred different forms 
of death listed by the vital statisticians. 


Mankind has a priceless gift in the pain that comes 
to him as a warning that something is wrong. It is 
an alarm system without which he could not live 
for long. But it is not always easy to tell the mean- 
ing of pain. Pain in one place may be “referred”— 
that is, the cause may be in another region. Head- 
ache may mean any one of a dozen things. Abdom- 
inal pains are often deceptive. Pains in the foot 
or hand usually mean disorder close to the seat 
of pain. Pains which persist, or are severe, require 
explanation by a skilled physician, accustomed to 
distinguish between the true and the false, who will 
attribute them to their actual causes. 
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CORRESPONDENCE 


“EVIDENCE” OF “CURE” OF SYPHILIS 
AND GONORRHEA 
The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
March 16, 1937. 
Editor, New England Journal of Medicine, 

It not infrequently happens that in making epi- 
demiologic investigations of infections with syphi- 
lis and gonorrhea, representatives of this Depart- 
ment and of local boards of health and of clinic 
follow-up services, all find it impossible to proceed 
because individuals who are suspected of being in- 
fected present what they consider to be evidence of 
freedom from infection, which they have secured 
from some physician. This “evidence” is occasion- 
ally an actual written and signed statement by the 
physician to the effect that the individual is free 
from infection. Usually, however, it consists of the 
report which the doctor has received, either from 
this Department’s laboratory or some other labora- 
tory, of the result of an examination of a specimen 
of blood or of a smear. 

There are many conditions under which a nega- 
tive blood test is of no significance as to the free- 
dom of the individual from infection with syphilis. 
During the incubation period of the disease, and even 
for as long as two or three weeks after the appear- 
ance of the primary lesion, blood tests may be nega- 
tive. A certain amount of treatment of early syphi- 
lis may reverse a previously positive serologic test 
to negative, and yet the treatment may be entirely 
inadequate to prevent mucocutaneous relapse or 
communicability through sexual intercourse. 


Smears in which organisms resembling the gono- 
coccus cannot be found are notoriously without sig- 
nificance, particularly of themselves. In the first 
place, few physicians collect specimens for smears 
in the proper manner or from the proper areas, so 
that the chances of missing the gonococcus are ex- 
tremely great. As the disease becomes chronic, it 
becomes progressively less possible to find gonococci 
on those mucous surfaces from which the smears 
are taken. The same may be said of those smears 
which are taken after treatment has been begun. 

A case in point, which has prompted this letter, 
is the following: The health department of a neigh- 
boring state, in pursuing its epidemiologic investi- 
gation of infections with gonorrhea in two males, 
learned that they believed their infections had been 
acquired from the same female, who was a resident 
of Massachusetts. The board of health of her com- 
munity of residence was asked to request her exam- 
ination. She went to a physician for an examina- 
tion and eventually waved under the noses of her 
local health officials a laboratory report given to 
her by her physician, which said, in effect: “Dear 
Doctor—No gonococci were found in the smear sub- 
mitted by you yesterday, marked cervix.” 

The physician has admitted that he made but a 


single examination of the young lady and took only 
one cervical smear. Two state departments of 
health and a local board of health did a considey- 
able amount of work in this case, only to run into 
this “certificate’’. 

Some states have laws which provide that no stite- 
ment is ever to be presented to a patient which may 
be interpreted by the patient or by others as eyi- 
dence of freedom from infection with gonorrhea 
or syphilis. Rather than ask that such a law be 
passed in Massachusetts, we would prefer that phy- 
sicians generally cooperate with this Department to 
the extent of refusing to give to any patient any 
statement or laboratory report which might be inter- 
preted as indicating freedom from infection. After 
all, laboratory data can be interpreted rightly only 
by the physician who uses them together with the 
evidence of history and clinical findings and his 
knowledge of the case. This is particularly true of 
negative laboratory data. 

Very truly yours, 
Henry D. CuHapwick, M.D., 
Commissioner of Public Health. 


GENTIAN VIOLET TREATMENT 
OF VARICOSE ULCERS 
March 18, 1937. 
Editor, New England Journal of Medicine, 

As far back as 1928 when in charge of a varicose 
vein clinic at The Mount Sinai Hospital in New 
York City, I used gentian violet in the local treat- 
ment of varicose ulcers. At least 500 cases were so 
treated, and several thousand applications given. 
The charts bearing notations of such treatments are 
availabie for inspection at the hospital. 

There is no question in my mind that gentian 
violet is the ideal medication for indolent ulcers. I 
have used a saturated solution of gentian violet in 
alcohoi, painting the ulcer and surrounding skin 
widely several times and allowing each application 
to dry, and then coating the ulcer with a liberal 
layer of sterile talcum powder on dry gauze. The 
dye, in drying, forms a metallic sheen, and with the 
talcum, which absorbs any moisture from the wound. 
forms a sterile artificial scab under which the new 
epithelium may grow. 

In addition, there is a penetration of the dye 
through the skin to a slight extent which seems to 
cause a chemotactic action on the healing elements. 

Gentian violet, besides exerting a bactericidal ac- 
tion, acts as an oxidizing agent. Microscopic exain- 
ination of granulation tissue taken from ulcers dur- 
ing treatment with gentian violet shows a marked 
proliferation of cellular elements within an extreme- 
ly vascular bed, with very little infiltration of leu- 
kocytes. 

At each subsequent treatment, the scab is undis- 
turbed, and is again saturated with the alcohol 
gentian violet and allowed to dry. If pus or serum 
accumulates under the scab, this, of course, should 
be removed. If only a small amount of serum col- 


lects, even though it appears clouded by leuko- 
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cytes, the scab need not be removed. If the scab 
stays adherent, treatments may be spaced at seven 
to ten day intervals with safety. The rapid relief 
of pain and rapid healing of ulcers by this method 
are remarkable. 

| have never seen any toxic symptoms result from 
repeated gentian violet applications even over very 
extensive areas. The gentian violet is fixed by the 
most superficial layers, and further diffusion into 
the depths occurs at a most negligible rate. The 
alcohol precipitates any soluble proteins on the sur- 
face of the wound, and thereby forms a barrier to 
any appreciable absorption of the dye. 

In my extensive observations with this method of 
treatment I have never noticed any excessive gran- 
ulation tissue form or any metaplasia into malig- 
nancy. I have therefore used alcohol gentian violet 
in the treatment of chronic osteomyelitis of both 
long and short bones, with the most satisfactory 
results. 

Drs. Thurmon and Chaimson are to be congrat- 
ulated for their report appearing in The New Eng- 
land Journal of Medicine (216:11 [Jan. 7]’ 1937), 
and I am certain that when they use the saturated 
alcoholic solution, as suggested above, instead of 
the 2 per cent aqueous solution, which they now 
use, they will see the advantages and even become 
more enthusiastic over gentian violet therapy. 

The textbook and usual clinical methods of scrub- 
bing a varicose ulcer at every treatment with ben- 
zene, alcohol, ether or peroxide are unwarranted, de- 
lay healing, and are antiquated. “Time marches on,” 
and so does the treatment of varicose ulcers. 

Evtas LIncotn STERN, M.D. 

1 East 79th Street, 

New York City. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 

535 North Dearborn Street, Chicago, Illinois, 
February 27, 1937. 

Managing Editor, 

The New England Journal of Medicine, 

In addition to the articles enumerated in our let- 
ter of February 2 the following have been accepted: 
Abbott Laboratories 

Calcium Gluconate—Abbott 
Ampules Calcium Gluconate 10% 

Caleo Chemical Co. 

Acriflavine Neutral — Calco, Vaginal Capsules, 
% grain 
Chappel Bros., Inc. 
Chappel Liver Extract Concentrated (Intramus- 
cular) 
Vials Chappel Liver Extract Concentrated 
(Intramuscular), 3.3 ce. 


Eli Lilly & Co. : 
Protamine, Zinc & Iletin (Insulin—Lilly) 
Protamine, Zinc & Iletin (Insulin—Lilly), 


10 cc. 


Mallinckrodt Chemical Works, Inc. 
Papaverine Hydrochloride 
McNeil Laboratories 
Tablets Digitalis Duo-Test McNeil, 4% grain 
Tablets Digitalis Duo-Test McNeil, 1 grain 
Tablets Digitalis Duo-Test McNeil, 114 grains 
Capsules Digitalis Duo-Test McNeil, 114 grains 
Parke, Davis & Co. 
Liver Extract (Intramuscular) — Parke, Davis 
& Co., 10 ce. vials 
Rare Chemicals, Inc. 
Optochin Hydrochloride 
Tablets Optochin Hydrochloride 0.1 gm. 


Schieffelin & Co. 

Moller Plain Cod Liver Qil Standardized 
Scientific Sugars Co. 

Kinney’s Yeast Extract Containing Vitamin B 

Complex 

E. R. Squibb & Sons 

Protamine Zinc Insulin—Squibb 

Protamine Zinc Insulin—Squibb, 10 cc. 
Yours sincerely, 
PavuL LeEecH, Secretary. 


RECENT DEATH 


FULLER—ANbREwW Howarp Futter, M.D., of West 
Upton, died March 13, in the Memorial Hospital, 
Worcesier, from injuries sustained in an automobile 
accident. He was in the seventieth year of his life. 

A native of Deerfield, Dr. Fuller attended Deer- 
field Academy and, later, studied medicine at Balti- 
more Medical College. He lived for various periods 
at Cambridge, Templeton and Fiskdale, and for the 
past fifteen years had practiced medicine in West 
Upton. Organizations in which he held member- 
ships include the Massachusetts Medical Society and 
the American Medical Association. 

He is survived by two sisters, Miss Emily Fuller, 
of Pittsburgh, and Mrs. Rankin, of Deerfield. 


OBITUARY 


RESOLUTIONS ON THE DEATH 
OF DR. F. J. NASH 


Dr. Francis Joseph Nash died at his home, 21 
Richwood Street, West Roxbury, on January 11, 
1937, after a long illness. 

He was born in Westboro and received his pre- 
liminary education in the public schools of that 
town. In 1919 he received his degree of M.D. cum 
laude from Tufts College Medical School and served 
his internship on the surgical service of the Boston 
City Hospital. During the past eleven years Doctor 
Nash was visiting surgeon at the Carney Hospital. 
He was consultant surgeon to the Emerson Hospi- 
tal, Concord, Mass.; the Anna Jacques Hospital, 
Newburyport, Mass., and the Homeopathic Hospi- 
tal, Newburyport, Mass. 

He was a Fellow of the American College of Sur- 
geons and a member of the American Medical As- 
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sociation, the Massachusetts Medical Society and 
the New England Obstetrical and Gynecological 
Society. 

He is survived by his widow, Mrs. Geraldine Nash. 

Custom, and to many of us a keen sense of per- 
sonal loss, make it fitting that this expression of our 
regret be put on record. 

Hence, Be it resolved: That in the death of Dr. 
Francis Joseph Nash, we of the Staff of the Carney 
Hospital have lost a good friend, a cooperative 
worker, a man whom we all admired and who was 
most conscientious in his duties to patients and to 
the Hospital, to whose interests he was most sil- 
cerely devoted. 

That we desire to extend our sympathy to his 
widow, Mrs. Geraldine Nash, and 

That this resolution be entered on our records 
and copies sent to his widow and to The New Eng- 
land Journal of Medicine. 

A. McKay Fraser, M.D., Chairman, 
Committee on Resolutions, 
Carney Hospital. 


REPORTS OF MEETINGS 


THE FAULKNER HOSPITAL 


CLINICAL MEETING 


The usual clinical meeting was held at the Faulk- 
ner Hospital on Thursday afternoon, February 4, at 
5:00 p. m. 


Two cases that had come to autopsy and had 
had unusual symptoms were presented by Dr. Bur- 
ton E. Hamilton. 

The first case was that of a physician, 60 years 
of age, who had led an active life as a general prac- 
titioner, and who had suffered from ascites, edema 
of the legs and breathlessness on exertion over a 
period of 2 years. Between 10 and 6 years before 
admission, he had been treated for pain in the neck 
and arms, which radiated throughout the chest and 
which had been diagnosed as arthritis with nerve 
root pain. At that time it was felt that the pain 
was not due to angina, and he was relieved by 
treatment for cervical arthritis. About 4 years be- 
fore admission, he had what might have been a 
coronary occlusion with evidences of myocardial 
change in the electrocardiogram. About 3 years be- 
fore admission, he had a series of attacks of cough- 
ing with hemoptysis, dyspnea and fever and with 
localized pains in various parts of the chest for a 
day or so. X-ray studies of the lungs at this time 
suggested metastatic malignancy. There was a gu- 
perficial phlebitis in the right thigh, and at about 
ihe same time ascites and edema of the legs de- 
veloped. The ascites and edema of the legs contin- 
ued, and the signs in the lungs cleared up, so that 
it was assumed that the latter were due to multiple 
pulmonary infarctions. Gradually the neck veins be- 
came more congested, and the liver became more 
enlarged. The heart was markedly enlarged, and 
there was auricular fibrillation. It was felt that 
he had deep abdominal phlebitis as a cause of the 


ascites. For the last 2 years of life he was an 
invalid and required frequent tappings for his as- 
cites. A study of the speed of the circulation hy 
the cyanide method pointed toward localized disease 
in the pulmonary artery. He died suddenly after a 
severe attack of pain in the chest, which requiied 
large doses of morphine. 

At autopsy there was found a markedly enlarged 
heart with pronounced dilatation and hypertrophy 
of the right side, a typical cor pulmonale. It 
weighed 1,005 gm. There was an old infection of 
the left ventricle, but no evidence of a recent in- 
farction that would account for the sudden pain 
followed by death. The old infarction in the left 
ventricle may well have dated from the story sug- 
gestive of an infarction some 3 or 4 years before, 
The interesting point to speculate about was the 
cause of the tremendous dilatation of the right side 
of the heart, which suggested obstruction to the 
circulation through the pulmonary artery. There 
was some emphysema of the lungs. The larger 
branches of the pulmonary artery were not remark- 
able. The heart showed infarctions of varying ages, 
which were probably associated with emboli from 
mural thrombi from the right auricle. There was 
also the clinical evidence of pulmonary infarctions 
that probably came from phlebitis 3 or 4 years pre- 
ceding death. It seemed as if the marked dilata- 
tion of the right side of the heart was due to the 
pulmonary obstruction from multiple infarctions, 
which is an exceedingly unusual situation. 

The other case was that of a man, 46 years of age, 
who 6 years before admission to the hospital had 
had cramp-like pains beneath the sternum, which 
radiated to the arms and which were produced by 
exertion and relieved by stopping the exertion. Emo- 
tion, also, produced the same pain. Except for the 
history at this time, there was nothing to suppori 
the diagnosis of angina. For the next 5 years, as 
long as he adhered to the regime outlined for him, 
he was free from+pain. He had some minor pains 
in the chest during these years, which were quite 
different from the pain suggestive of angina. Elerc- 
trocardiograms taken 6 years ago and a year 
before were normal. A few weeks before entrance 
to the hospital he had a severe attack of angina, be- 
cause of which he was put to bed for 3 weeks and 
from which he made an uneventful recovery. Nine 
days before the fatal termination, he noticed a pain 
in the mid-line of the back, just below the root of 
the neck, which was definitely affected by position 
and kept him awake at night. He could not lie 
down comfortably because of the pain. It did not 
seem to have any relation to the anginal pain. The 
pain was worse at night, and several nights he got 
out of bed and walked around. He showed no signs 
of cardiac failure, and physical examination of the 
heart was essentially negative. The electrocardio- 
gram showed evidence of focal myocardial change 
as compared with the one taken a year before, a 
point that suggested that there might have been a 
coronary occlusion in the interval between the two 
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electrocardiograms. The patient did not have any 
elevation of temperature. There was moderate 
leukocytosis, and the sedimentation rate was in- 
ercased. The patient died suddenly on the fourth 
dav after admission to the hospital. 

At autopsy the aorta was found to be in a satis- 
factory condition for a man of his age, which, pre- 
sumably, ruled out disease of the aorta as a cause 
of the pain in the back. There was evidence of old 
cardiae infarctions, which probably accounted for 
the changes in the electrocardiogram during the 
past year. There was a fresh myocardial infaret in 
the heart, which probably developed at the time of 
the new type of pain at the base of the neck, and 
ihe coronary artery supplying this area was mark- 
edly calcified with only a pin-point lumen. 

The striking feature of this case was the location 
of the pain associated with coronary disease. 

Following the presentation of these 2 cases, Dr. 
William A. Rogers gave a very instructive talk on 
“Fractures and Dislocations of the Spine.” He il- 
lustrated his talk with drawings and photographs 
of actual cases. He showed pictures of the vari- 
ous types of fractures, some with and some with- 
out injury to the cord. 

It is impossible to summarize an exposition #0 
complete as his presentation, because each type of 
case Was presented with a detailed description of 
just what happens to the vertebra, the sustaining 
ligaments and the spinal cord. 

In addition to explaining the types of lesion, he 
showed pictures of the method of reducing the frac- 
ture without injury to the cord, and the apparatus 
for placing the patient in an appropriate plaster 
jacket for protection during the period of healing. 
He also showed pictures of jackets that are worn 
after the plaster can be discarded. 

He emphasized the danger of endeavoring to re- 
duce fractures of this type under an anesthetic. 
He also made it clear that fractures in the upper 
dorsal region are handled in a different way from 
those in the lower dorsal and lumbar regions. Pic- 
tures were shown to demonstrate the motions nec- 
essary to reduce a dislocation of the cervical ver- 
tebra by the method of manipulation and also by the 
method of traction until the spasm of the muscles 
lets up so that the dislocation can be reduced. 

The importance of care in the handling of frac- 
tures or dislocations of the cervical spine in an emer- 
gency was emphasized, and pictures were presented 
showing the way to protect the neck while trans- 
porting the patient to the hospital. 


CONGRESS ON MEDICAL EDUCATION 
AND LICENSURE 


The Thirty-Third Annual Congress on Medical 
Education and Licensure was held, February 15 and 
16, at the Palmer House, Chicago, and was well at- 
tended. The organizations formally represented 
and under whose auspices the Congress was held are 
the Council on Medical Education and Hospitals of 
the American Medical Association, and the Federa- 


tion of State Boards of Licensure. Representatives 
of other medical groups were also present. At the 
same time, the Central Council for Nursing Educa- 
tion held a luncheon meeting for representatives of 
lay boards of hospitals and public health nursing 
organizations. The principal speaker at this meet- 
ing was a hospital superintendent, Dr. Joseph C. 
Doane, of Philadelphia. The suggestion made sev- 
eral years ago that the name of the Council on 
Medical Education and Hospitals be changed to 
read, “Medical and Nursing Education and Hospi- 
tals,” has so far borne no fruit in including a dis- 
cussion of any aspect of nursing in the program. 
Even if the name is not changed, nursing and nurs- 
ing education are so important a part of the work 
of a hospital that a consideration of some of their 
problems might well receive attention from the 
Congress. 

The program of the Congress included joint and 
separate meetings of the Council and the Federa- 
tion, which were introduced by the report of the 
Council by its chairman, Dr. Ray Lyman Wilbur. A 
matter in which all were deeply interested was the 
result of the survey of medical schools which has 
been carried on for the past two years under the 
joint auspices of the Council, the Federation and 
the Association of American Medical Colleges. A\l- 
though two papers were devoted wholly to the sur- 
vey, and reference to it was made by the chairman, 
little specific information was given out. This was, 
perhaps, wise. At least twenty-five years have 
elapsed since the Carnegie Report, and a world 
war and a major depression have intervened. One 
would expect impairment of efficiency and possibly 
of morale; perhaps lack of progress in some respects 
and even retrogression, in spite of well-known ad- 
vances in medical knowledge. The problems of 
progress in knowledge and progress in education 
are by no means identical. Although there is no 
published information, it may well be that the de- 
fects in medical education as exemplified by in- 
dividual schools have proved to be more serious 
than was expected, and that the publication of in- 
formation concerning specific schools would produce 
no benefit. 


No one supposes that a medical school of ap- 
proximately university rank would intentionally de- 
grade its course or the quality of its instruction. The 


economic pressure has been severe, and, while 
searching investigation and complete frankness on 
the part of an outside evaluating body are a neces- 
sary preliminary, nothing is to be gained by broad- 
casting the information secured by the survey. Each 
deficient institution should be given the opportunity 
to remove its deficiencies without impairing its repu- 
tation. If after such an opportunity, the institution 
makes no efforts at improvement, however, such 2a 
fact should be made a matter of public information. 

Dr. Wilbur pointed out that the guiding motive 
of the American Medical Association since its incep- 
tion has been to provide a better quality of medical 
service for the patient by improving the physician. 
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From time to time, emphasis has been laid on one 
or another of the factors involved. Perhaps it is 
too much to expect that medical schools can have 
a dominating part in improving themselves, as a 
class. A school can improve itself, or a small group 
can cooperate in raising the standards for the group, 
but the only way to reach all medical schools, and 
all must be reached in time, is by some outside 
influence, such as that which is furnished by the 
Council on Medical Education. But the history of 
medical education shows that moral suasion alone 
is not sufficient. A certain element of coercion is 
necessary, which can be supplied only by some legally 
constituted authority, as, for example, a state board 
of licensure. Even here the coercion is qualified 
as the existence and activity of the school are not 
affected except so far as the eligibility of its gradu- 
ates for registration is concerned. 


The changes in the conditions under which medi- 
cine must now be practiced are not generally recog: 
nized by the profession. A review of the subjects 
in the medical curriculums suggests that the physi- 
cian is being well prepared for an unsocial exist- 
ence. Does the remedy lie in modifying the medical 
course or is the change to be made in the premedical 
preparation? A social awareness needs to be devel- 
oped by the physician. Perhaps this can be done 
in part in the medical school, but if the candidate 
has had only two years of premedical studies in col- 
lege, there is no time for any increase in the content 
of his curriculum. The tendency to increase the 
length of the premedical course to three or even four 
years is probably quite sound, but the content of 
natural science in the curriculum should not be 
increased correspondingly. Rather, studies that tend 
to develop social awareness on the part of the can- 
didate should be introduced. In fact, if the student 
does not develop this attitude of mind during his 
college course, it will be developed only with great 
difficulty in the medical school. The emphasis must 
still be placed on the kind of person who is to be 
given the medical training and who is to be entrusted 
with the responsibilities of the physician. 


One of the acute problems in the relation of the 
physician to society is that of professional liberty. 
In the state, there are multiple forms of citizenship, 
of which political and economic citizenship are but 
two examples, and multiple loyalties, with obligations 
much more effective than those that involve the 
ballot on election day. The liberty of the medical 
profession, which is, perhaps, greater than that of 
any other group, should be regarded as involving a 
trust, the obligations of which are to be fulfilled 
by the physician as a duty. This great liberty of the 
medical profession and the trust that it holds place 
it in a perilous position. Medicine is, indeed, applied 
biology, but it is also in part a social science, for 
the practice of which little preparation is given in 
school or college. It may be that as morality is not 
ambulatory so ethics does not change, but a study 
of codes of ethics for the medical profession shows 
that little progress has been made in the past hun- 


dred years. The Handbook of Medical Ethies of the 
American Medical Association devotes very much 
more space to the relation of one physician to an- 
other than to the relation of the physician to the 
patient or to society. The handbook has been char. 
acterized as the “rules for the polite conduct of medi- 
cal warfare” and it gives no indication that the 
“world do move”. The time may come when the 
public interest in health will be at least as great 
as it has been in education. 

One of the essential elements in the production 
of adequate physicians is the quality of the student. 
Of what use to a school is a good curriculum and 
a strong faculty if the students are of the wrong sort? 
The intangible elements in the educational procedure 
were again emphasized this year at the Congress. 
Also, it is well known that little progress can be made 
in the application of a science, if the science to be 
applied is not first developed. Interesting studies 
in the analysis and measurement of personality were 
presented, including a report on the workings of the 
medical scholastic aptitude tests. . Although such 
tests at present are to be regarded as part of the 
process of searching for better methods, actual prog- 
ress in the basic science of psychology has been 
made, and the further results of its practical applica- 
tion will be awaited eagerly. The present methods 
of selecting students involve so many mistakes and 
so much waste that educators are confronted with 
a major problem. 

In attempting to determine whether an educational 
procedure, such as the education of a physician, has 
been successful, one is appalled at the absence of 
satisfactory criteria. Even the examination for in- 
formational and possibly procedural competence is 
extremely unsatisfactory. A comparative study of 
the “essay” type of examination in medicine, which 
was presented to the Congress on perhaps too narrow 
a basis to furnish material for convincing conclu- 
sions, although it was supplemented by more extend- 
ed studies in other kinds of educational institutions, 
strongly suggested that this type of examination is 
very unsatisfactory in giving an accurate estimate 
of the student’s educational accomplishment. The 
ratings of single papers by different examiners varied 
to such a degree that it was clear that the essay type 
of examination, as employed under the given set 
of circumstances, was practically without value in 
determining the qualifications of the students. There 
are so many independent variables involved that the 
problem of the three bodies (though still unsolved) 
seems relatively simple, and the strong tendency is 
to reject this type of examination as being too sub- 
jective, that is, as depending too much on the per- 
sonality of the examiner. The “objective” or “new” 
type of examination continues to be highly recom- 
mended by a certain number of students of peda- 
gogy. 

For certain courses in the medical school, “prac- 
tical courses”, for example, the solution of the prob- 
lem is relatively simple—discard the final examina- 
tion. The character of the daily work is the impor- 
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tant factor in determining the qualifications of the 
student for advancement. For some other courses, 
this procedure is less satisfactory, and for state 
poards of licensure it offers no hope. There is need 
for the further development of “objective” examina- 
tions in medicine and for a more complete explora- 
tion of their possibilities. If properly used, they 
may present a serious problem to the examiner in 
the matter of preparation, but, if they prove to have 
the greater adequacy that some preliminary studies 
and tests suggest that they have, such examinations 
will be worth while. There has been a tendency, 
already mentioned, to reject the examination as an 
objectionable feature in the educational scheme. This 
is a mistake, for some sort of an examination is 
an essential part of the instruction, and its proper 
use is a significant test of the adequacy of the teach- 
er, If he refuses its use, he is shirking his respon- 
sibility. 

The problem of certifying the specialist is becom- 
ing more urgent. The most satisfactory solution, 
at present, is the activity of the twelve societies 
of specialists, which now issue certificates. Member- 
ship in these societies is generally regarded as an 
indication of competence. The problem of the un- 
qualified, self-styled specialist, whose suppression is 
urgently needed in the interest of the public, is 
as yet untouched. 


The increase in the number of physicians in the 
country was discussed. While the distribution of 
physicians presents a difficulty, if one reviews the 
situation as a whole, there seems to be no need for 
legislative enactment to deal with the problems that 
have come to the surface. 


Another subject that was discussed before the 
federation and that is of interest to the whole 
medical profession was the misuse of narcotics. 
While the amount of narcotic drugs used in the 
whole country has decreased appreciably in the 
past decade, the illegal use of these drugs still pre- 
sents a formidable problem. As drug addicts, physi- 
cians are serious offenders. It is estimated that ad- 
diction among physicians is ten times as frequent 
as among the rest of the population. The age groups 
of narcotic addicts offer a striking contrast. In 
the general population, 66 per cent of narcotic ad- 
dicts are under thirty. Among physicians, a consid- 
erable majority of narcotic addicts are over fifty- 
five. The accessibility of narcotic drugs is a pre- 
disposing factor in the case of physicians, but the 
age incidence suggests that the increasing difficul- 
ties of later life, with the impairment associated 
with advancing years, cause the physician to seek 
refuge in opium. For reasons not wholly explained in 
a satisfactory manner, state boards of licensure have 
hesitated to take the disciplinary action, which many 
persons think they should take, for statutory in- 
fringement. Perhaps the lack of evidence of specitic, 
positive harm done to the patient has made them 
lenient, but it is a fair question whether the boards 
have been searching enough in their inquiries to 


warrant their decisions, or lack of decisions, as so 
many cases are never really heard by them. In any 
case, the magnitude of the problem, since it is es- 
timated that one out of every one hundred physi- 
cians is an addict, the facility of cooperation with 
the Federal Narcotic Bureau and the possible harm 
resulting from the present relative inactivity of 
state boards over the whole country in this matter, 
indicate that a change of attitude should be made 
in the interests of the public. 


NOTICES 


REMOVAL 
A. G. Lavorr, M.D., announces the removal of his 
offices to 14 Chestnut Street, Springfield. 


FAULKNER HOSPITAL CLINICAL MEETING 


The next meeting will be held on Thursday, April 
1, at 5:00 p. m. In addition to the usual clinico- 
pathological conference, Dr. Calvin B. Faunce will 
talk on “The Diagnosis and Treatment of Vertigo 
of Aural Origin.” 

All physicians are invited. 


THOMAS WILLIAM SALMON MEMORIAL 
LECTURES 

The Salmon Committee on Psychiatry and Men- 
tal Hygiene invites the medical profession and its 
friends to The Fifth Series of Thomas William Sal- 
mon Memorial Lectures. 

This series will be given by William Healy, M.D., 
director, Judge Baker Guidance Center, Boston, 
April 9, 16, and 23, at The New York Academy 
of Medicine, 2 East 103rd Street, at 8:30 p. m. 

Dr. Healy will ‘speak on Personality-Foundations, 
Development and Widening Human Relationships, 
according to the following schedule: 


Apri. 9. Foundations of the Personality Struc- 
ture. 

APRIL 16. The Developing and Emerging Person- 
ality. 

AprRIL 23. Personality in Widening Human Rela- 
tionships. 


BOSTON UNIVERSITY MEDICAL SOCIETY 


The next meeting of the Boston University Medi- 
cal Society will be held in the Evans Memorial Audi- 
torium (78 East Concord Street, Boston), on Monday 
evening, March 29, at 8 p. m. 


PROGRAM 


Presentation of Case. 

The Role of the Professional Organization in So- 
cial Action. Dr. Henry E. Sigerist, director, Insti- 
tute of the History of Medicine, Johns Hopkins Uni- 
versity. 

Medical students, nurses and physicians are cor- 
dially invited to attend. 

Ropert E. Moss, Secretary. 
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SOCIETY MEETINGS, CONGRESSES AND CONFERENCES 


N. E. J. OF 
MAR. 25, 1937 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance), Tuesday 
evening, April 6, at 8:15 p. m. 

PROGRAM 

Presentation of Cases. 

The Invisible Form of the Syphilitic Virus. Dr. 
Albert Bessemans, former rector of the University 
of Ghent, Belgium. 

Medical students and physicians are cordially in- 
vited to attend. 

MarRSHALL N. Futon, M.D., Secretary. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, April 1, in the amphi- 
theater of the Peter Bent Brigham Hospital, Dr. 
Henry A. Christian, Hersey Professor of the Theory 
and Practice of Physic, Harvard Medical School and 
physician-in-chief, Peter Bent Brigham Hospital, 
will give a medical clinic. Practitioners and medi- 
cal students are cordially invited to attend. 


CLINICS FOR CRIPPLED CHILDREN IN MASS- 
ACHUSETTS, UNDER THE PROVISIONS OF 
THE SOCIAL SECURITY ACT 


Clinic Date Orthopedic Consultant 
Lowell—April 2—Dr. Albert H. Brewster. 
Salem—April 5—Dr. Harold C. Bean. 
Haverhill—April 7—Dr. Arthur T. Legg. 
Brockton—April 8—Dr. George W. Van Gorder. 
Greenfield—April 9—Dr. Harry R. Wheat. 
Gardner—April 13—Dr. Mark H. Rogers. 
Worcester—April 16—Dr. John W. O’Meara. 
Pittsfield—April 19—Dr. Francis A. Slowick. 
Springfield—April 21—Dr. Garry deN. Hough, Jr. 
Fall River—April 26—Dr. Eugene McCarthy. 
Hyannis—April 27—Dr. Paul Norton. 


BOSTON DISPENSARY 
25 Bennet Street 
Boston, Massachusetts 
Lecture Hall—Second Floor—9-10 a. m. 


MEDICAL CONFERENCE PROGRAM 
April, 1937 
Thursday, April 1—Social Service Case Presentation. 
Mrs. H. B. Hooker, Miss Elizabeth Grundy. 
Friday, April 2 — Observations on the Etiology of 
Types of Iron Deficiency. Dr. Clark Heath. 
Saturday, April 3—Hospital Case Presentation. 
S. J. Thannhauser. 
Tuesday, April 6—Diagnosis and Treatment of Cer- 
tain Hip Conditions. Dr. John D. Adams. 
Wednesday, April 7—Hospital Case Presentation. Dr. 
Ss. J. Thannhauser. 
Thursday, April 8—Allergy Clinic. 
lan. 
Friday, April 9—Enlargement of the Liver in Juve- 


Dr. 


Dr. Joseph Kap- 


Saturday, April 10—Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, April 13—Pediatric Case Presentation. Dr. 
Francis McDonald. 

Wednesday, April 14 — Hospital Case Presentation, 
Dr. S. J. Thannhauser. 

Thursday, April 15—Some Observations on the Treat- 
ment of Migraine. Dr. George J. Ravit. 

Friday, April 16—Clinical and Pathological Aspects 
of Boeck’s Sarcoid. Dr. D. A. Nickerson. 

Saturday, April 17 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, April 20 — Diabetic Clinic. 
Schloss. 

Wednesday, April 21 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, April 22 — Thoracic Clinic. 
Magendantz. 

Friday, April 23—Diagnostic Procedures in Allergic 
Cases. Dr. E. A. Brown. 

Saturday, April 24 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, April 27 — Recent Advances in Chemo- 
therapy. Dr. A. Kenneth DeHart. 

Wednesday, April 28 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, April 29—Gastro-Intestinal Clinic. 
Katherine S. Andrews. 

Friday, April 30—Physical Conditions, Mental Health 
and Conduct. Dr. William Healy. 


Dr. Jacob J. 


Dr. Heinz 


Dr, 


TUFTS ALUMNI LECTURE 


The annual Alumni Lecture will be delivered at 
Tufts College Medical School, 416 Huntington Ave- 
nue, on Tuesday, April 6, at 4:30 p. m., by Dr. 
Louise Eisenhardt, assistant professor of pathology 
and director of the Brain Tumor Registry at Yale 
University School of Medicine. Dr. Eisenhardt was 
graduated from Tufts College Medical School in 1925. 
Her subject will be “Observations upon Patients After 
Operation for Intracranial Tumor.” Physicians and 
medical students are cordially invited. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MARCH 29 


Monday, March 29— 


*8 p.m. Lecture on Alcoholism, Dr. George R. Minot, 
in the Amphitheater of the Mallory Institute of 
Pathology, 784 Massachusetts Avenue, Boston. 

*8 p. m. Boston University Medical Society. 78 E. 
Concord Street, Boston. 


Tuesday, March 30— 


*9 a. m -10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Surgical Clinic. Dr. Hilbert F. 


Day. 

9:30 a. m. Massachusetts General Hospital. Neuro- 
psychiatric Staff Conference. 

*8:30 p. m. Rheumatic Fever Clinic at the Robert B. 
Brigham Hospital, 125 Parker Hill Avenue, Bos- 
ton. 


Wednesday, March 31— 
a. m. Massachusetts General Hospital. Grand 
Rounds. Orthopedic Dept. 
*9 a. m.-10 a. m._ Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhauser. 
t12m. Clinicopathological Conference. Children's Hos- 


nile Diabetics. Dr. Alexander Marble. 


pital Amphitheater. 
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4 p. m.-5 p. m. 
Dr. cane and 
Hospital. 

8 p. m. ‘lhe Neisserian Medical Society of Mass- 
achusetts. Boston City Club, 14 Somerset Street, 
room U, tenth floor. 


Thursday, April 1— 


*8:30-9:30 a. m. Exchange visit, Surgical and Ortho- 
pedic Staffs of the Peter Bent Brigham and the 
Children’s Hospitals, held this week at the Peter 
Bent Brigham Hospital. 

9 a. m. Massachusetts General Hospital. 
Grand Rounds. 


*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Social Service Case Presentation. 
Mrs. H. B. Hooker. Miss Elizabeth Grundy. 

9:15 a. m. Massachusetts General Hospitai. Neuro- 
logical Conference. 


12m. Massachusetts General Hospital. Clinicopatho- 
logical Conference. 

*3:30 p.m. Medical Clinic at the Peter Bent Brigham 
Hospital. Dr. Henry A. Christian. 

*5 p. m. Faulkner Hospital Clinical Meeting. 


Friday, April 2— 


*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Observations on the Etiology of 
Types of Iron Deficiency. Dr. Clark Heath. 

10 a. m. Massachusetts General Hospital. Fracture 
Rounds. 


12 m. Massachusetts General Hospital. Clinical 
Meeting of the Staff of the Children's Medical 
Service. Ether Dome. 


Saturday, April 3— 


*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhauser. 


*10 a. m.-12 m. Staff Rounds at the Peter Bent 


Brigham Hospital. Conducted by Dr. Henry A. 
Christian. 


Surgical Pathological Conference. 
Dr. Wolbach, Peter Bent Brigham 


Surgical 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


March 27—Tag Day for Cancer Control. 
issue of March 18. 


we 29—-Boston University Medical Society. See page 


See page 488, 


March 29-31—First International Conference on Fever 
Therapy. See page 322, issue of February 18. 


March 30—Rheumatic Fever Clinic at the Robert B. 
— Hospital, 125 Parker Hill Avenue, Boston, at 

p. m. 

March 31—Neisserian Medical Society of Massachusetts. 
See page 489, issue of March 18. 


April 1—Medical Clinic at the Peter Bent Brigham Hos- 
pital. See page 536. 


os 1—Faulkner Hospital Clinical Meeting. See page 


April 1-30—Boston Dispensary, Medical Conference Pro- 
gram. See page 536. 

April 6—Harvard Medical Society. See page 536. 

April 6—Tufts Alumni Lecture. See page 536. 

April 8—Pentucket Association of Physicians. 
Bartlett, 95 Main Street, Haverhill, at 8:30 p. m. 

April 9, 16, and 23—Thomas William Salmon Memorial 
Lectures. See page 535. 

April 12-16—The Postgraduate Institute of the Phila- 
delphia County Medical Society. See page 185, issue of 
January 28. 

April 16—William Harvey Society, 8 p. m. 
torium of the Beth Israel Hospital, Boston. 

April 21-24—American Society for Experimental Pathol- 
ogy. See page 1075, issue of May 21. 

June 8—The American ccna Medical Society. 
page 489, issue of March 1 

June 8 and 9—American Board of Obstetrics and Gyne- 
cology. See page 78, issue of January 14. 

June 11-18—Catholic Hospital Association. 
issue of March 18. 

July 6-11—Fifth International Congress of Hospitals. 
See page 37, issue of January 7 

October 5-8— American Public Health Association Meet- 
ing. New York City. 

October 25-29--American College of Surgeons. 
Illinois. 


Hotel 


in the Audi- 


See 


See page 488, 


Chicago, 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


April 7—Essex Sanatorium, Middleton. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Francis B. Trudeau of 


Saranac Lake, New York. Subject: Personal Reminis- 
cences of a Son of a Distinguished Father. (lllustrated.) 


May 12—Annual Meeting. Salem Country Club. Speak- 
er: Dr. P. P. Johnson of Beverly. Subject: A Trip to the 
Bahamas and Guatemala. (Illustrated.) 


R. E. STONE, M.D., Secretary. 
74 Lothrop Street, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesday of May. 


CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


May 11—Bear Hill Golf Club, Stoneham. 
KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
March 31—See page 489, issue of March 18. 


NORFOLK DISTRICT MEDICAL SOCIETY 


March 30—See page 489, issue of March 18. 
May—Annual Meeting. Details to be announced. 


Note: The Censors will meet for the examination of 
candidates on the first Thursday of May. Fee of $10.00 
is payable at the time of examination. Application blanks 
may be obtained by writing the Secretary, furnishing 
name, address and name of school of graduation in medi- 
cine. Application must be made at least three weeks 
prior to date of examination. Candidates whose applica- 
tions are on file will receive proper notices. 

FRANK S. CRUICKSHANK, M.D., Secretary. 


1247 Beacon Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


April 15—Annual Meeting. 11 a.m. Ducy Hospital. 
May 20—11 a. m. Lakeville State Sanatorium. 


FRED F. WEINER, M.D., Secretary. 
231 Main Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


en 31—Boston Medical Library, 8 Fenway, at 8:15 
p. 

Aprit 28—Annual Meeting. Boston Medical Library. 
8:15 p. m. “Problems in Surgical Diagnosis.’’ Dr. How- 
ard M. Clute. 

CONRAD WESSELHOEFT, M.D., — 
CHARLES C. LUND, M.D., Secreta 


WORCESTER DISTRICT MEDICAL SOCIETY 


April 14—Worcester Hahnemann Hospital, Worcester. 
6:15 p. m.: Dinner—complimentary by the hospital. 730 
p. m. : Business session and scientific program. 

May 6—At 4:30 in the rooms of the Worcester Medical 
Library, Inc., at 34 Elm Street, Worcester, will be held 
the spring meeting of the Board of Censors. 

Afternoon and Evening, May 12—Annual 
ime and place for this meeting will be an- 


Meeting 
nounced in an early spring issue of the Journal. 


ERWIN C. MILLER, M.D., Secretary. 


27 Elm Street, Worcester. 


BOOK REVIEWS 


Fundamentals of Human Physiology. J. J. R. Mac- 
leod and R. J. Seymour. Fourth Edition. 424 pp. 
St. Louis: The C. V. Mosby Company. $2.50. 


This book deals with the fundamentals of physiol- 
ogy and was originally written and in its present 
edition is still intended for the college student, 
rather than the medical student or physician. 

The third edition was published in 1924 and was 
obviously outdated by the many advances of physiol- 
ogy and medical science in the past twelve years. 
The sections dealing with the endocrine glands and 
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the vitamins have apparently been thoroughly re- 
vised for they contain a summary of the more im- 
portant facts of our present-day knowledge. 

The book is written in a clear and simple style, 
the vocabulary being well-adapted for the college 
student. Many of the unusual words are defined in 
a glossary at the end. Though undoubtedly an ade- 
quate textbook of elementary physiology, it is ob- 
viously not of sufficient scope to be of value to the 
medical student or physician. 


A Text-Book of Pathology. W. G. MacCallum. Sixth 
Edition. 1277 pp. Philadelphia and London: W. B. 
Saunders Company. $10.00. 


This book is a new edition of a standard and well- 
known textbook of pathology which was first pub- 
lished in 1916. 

Although the general plan of the book remains 
the same as in earlier editions, new chapters dealing 
with conditions of unknown etiology affecting the 
central nervous system or muscles and with diseases 
affecting teeth and related structures have been 
added. The first of these chapters is comprised of 
brief discussions of syringomyelia, amaurotic family 
idiocy, myasthenia gravis and progressive muscular 

_atrophy. The new chapter dealing with teeth is very 
brief. It includes discussions of the anatomy of the 
teeth, caries, pyorrhea, and periapical abscesses. 

Significant alterations in classification, text, and 
bibliography have been made in the discussions of 
virus infections, endocrine disturbances and vitamin 
deficiencies. In the first of these, one notes that 
typhus fever has been separated from other diseases 
included in the previous edition under the chapter 
heading of infections of uncertain origin. Further, 
there have been considerable shifting and revision 
of material so that four chapters dealing with infec- 
tions caused by filterable viruses follow in a more 
logical sequence than in the previous edition. A 
number of diseases (rabies, Landry’s paralysis, mul- 
tiple sclerosis, Schilder’s disease, mumps, and the 
common cold) not previously considered are now 
included in these chapters. 

The chapter dealing with disturbances in func- 
tions of endocrine glands has been reconstructed 
to include newer developments in this field. A brief 
section which should help to orient the student on 
the interrelations of the various endocrine glands 
has been included. 

In the chapter devoted to diseases related to spe- 
cific dietary deficiencies, one finds changes in the text 
and bibliography necessitated by more recent inves- 
tigations. 

Discussions of varied pathologic conditions not 
listed in the previous editions are found scattered 
throughout the book. These include silicosis, bron- 
chial asthma, osteopetrosis, Wilson’s disease, von 
Gierkes’s disease, blastomycosis, torula, and so forth. 

The chapters on tumors have not been significant- 
ly altered except by the addition of sections deal- 
ing ° ith functioning ovarian tumors and congenital 
malformations, and by the addition of a brief con- 


sideration of the more recent work on the produc. 
tion of experimental tumors. 

Approximately 50 new illustrations have been 
added to this book. In addition, a considerable 
number of old illustrations have been replaced by 
more suitable ones. The abundance of well-select- 
ed illustrations is one very valuable feature of the 
book. 

For the consideration of those not familiar with 
earlier editions, it may be pointed out that this 
book is well organized and indexed and that it is 
admirably written. The reader is stimulated to 
think for himself and not infrequently he is forced 
to draw his own conclusions from the material pre- 
sented. 

The author has chosen to begin his consideration 
of each pathologic state with a discussion of etio- 
logic factors and then describe the pathologic 
changes, disturbances in function and reparative 
processes as they occur throughout the body. 


Chemical Procedures for Clinical Laboratories. Mar- 
jorie R. Mattice. 520 pp. Philadelphia: Lea & 
Febiger. $6.50. 


This volume is based on the biochemical instruc- 
tion at the New York Post-Graduate Medical School 
of Columpia University. The book is divided into 
four parts, taking up the blood, the urine, gastro- 
intestinal secretions, and miscellaneous biologic 
fluids. ‘The procedures presented and their modi- 
fications are up-to-date and in such form that even 
those not called upon to perform a given test 
may frequently obtain appreciable aid from them. 
The discussion of sedimentation rate is one of the 
most satisfactory that the reviewer has encountered. 
A useful section, not ordinarily found in works of 
this type, is one on the detection of metals in bio- 
logic fluids. 

This may be recommended as a reasonably com- 
plete, not too ponderous manual of laboratory pro- 
cedure. There are frequent references to the recent 
literature that add still further to the usefulness 
of this volume. 


The Riddle of Woman. A Study in the Social Psy- 
chology of Sex. Joseph Tenenbaum. 477 pp. New 
York: Lee Furman, Ine. $3.50. 


The author, Dr. Tenenbaum, was born in Poland, 
received his medical education in Vienna and came 
to this country in 1920. He practices urology in 
New York City. To your reviewer, while he does 
not wish to have his personal opinion condemn a 
book, there does not seem to be any very adequate 
reason why this particular one should have been 
written. It seems to be an attempt to bring an age- 
old subject up-to-date by adding certain modern 
tags, such as hormones, modern sex psychology, and 
so forth. There is nothing particularly new or 
original in the book, and when one has finally read 
it, one is not left with any clear-cut picture of what 
the “Riddle of Woman” really is or what the author 
believes the answer to that riddle is. 


